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M1410.010 GENERAL--LONG-TERM CARE  
 

A. Introduction   Chapter M1410 contains the rules that apply to individuals needing long-

term services and support (LTSS).  The rules are contained in the following 

subchapters:   
 

¶ M1410  General Rules 

¶ M1420  Pre-admission Screening 

¶ M1430  Facility Care 

¶ M1440  Community-based Care Waiver Services 

¶ M1450  Transfer of Assets 

¶ M1460  Financial Eligibility 

¶ M1470  Patient Pay - Post-eligibility Treatment of Income 

¶ M1480  Married Institutionalized Individuals' Financial Eligibility  
 

The rules found within this Chapter apply to those individuals applying for 

or receiving Medicaid who meet the definition of institutionalization. 
   

B. Definitions  The definitions found in this section are for terms used when policy is 

addressing types of long-term services and support (LTSS), 

institutionalization, and individuals who are receiving that care. 
   

1. Authorized 

Representative 

 An authorized representative is a person who is authorized to conduct 

business for an individual.  A competent individual must designate the 

authorized representative in a written statement, which is signed by the 

individual applicant.  The authorized representative of an incompetent or 

incapacitated individual is the individual's  
 

¶ spouse 

¶ parent, if the individual is a child under age 18 years 

¶ attorney-in fact (person who has the individual's power-of-

attorney) 

¶ legally appointed guardian 

¶ legally appointed conservator (formerly known as the committee) 

¶ trustee.  
   

2. Institutionali -zation  Institutionalization means receipt of 30 consecutive days of  
 

¶ care in a medical institution (such as a nursing facility), or 

¶ Medicaid Home and Community-Based Services (HCBS), or 

¶ a combination of the two. 
 

The definition of institutionalization is also met when an individual has a 

signed hospice election that has been in effect for 30 consecutive days. 
 

The 30 days begins with the day of admission to the medical institution or 

receipt of Medicaid HCBS.  The date of discharge into the community (not 

in LTSS) or death is NOT included in the 30 days. 
 

The institutionalization provisions may be applied when the individual is 

already in a medical facility at the time of the application, or the  
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 individual has been screened and approved to receive LTC services and it is 

anticipated that he is likely to receive the services for 30 or more 

consecutive days.  If it is known at the time the application is processed that 

the individual did not or will not meet the 30 consecutive day requirement, 

the individual is not to be treated as an institutionalized individual. 
 

The 30-consecutive-days requirement is expected to be met if the pre-

admission screening committee provides verbal or written confirmation of 

its approval for the individualôs receipt of long-term care (LTC).  This 

allows the agency to begin the evaluation of the applicant in the 300% SSI 

covered group for institutionalized individuals and to use the special rules 

for married institutionalized individuals who have a community spouse, if 

appropriate.  However, prior to approval of the individual for Medicaid 

payment of LTC services, the worker must have received the DMAS-96 that 

was signed by the supervising physician or the signed Waiver Level of Care 

form.  Applicants must be evaluated as non-institutionalized individuals for 

the months prior to the month in which the completed form is dated. 
 

The worker must verify that LTC services started within 30 days of the date 

on the Notice of Action on Medicaid.  If services do not start within 30 days 

of the Notice of Action on Medicaid, the individual can no longer be 

considered an institutionalized individual and continued eligibility must be 

re-evaluated as a non-institutionalized individual. 
   

  CBC Waiver applicants cannot receive Medicaid payment of CBC services 

prior to the date the DMAS-96 was signed by the supervising physician.  

For applicants for whom a Waiver Level of Care form is the appropriate 

authorization document, Medicaid payment of CBC services cannot begin 

prior to the date the form has been signed. 
   

  For purposes of this definition, continuity is broken by 30 or more 

consecutive dayôs absence from a medical institution or by non-receipt of 

waiver services.  For applicants in a nursing facility, if it is known at the 

time of application processing that the individual left the nursing facility 

and did not stay for 30 consecutive days, the individual is evaluated as a 

non-institutionalized individual.  Medicaid recipients without a community 

spouse who request Medicaid payment of LTC services, except MN 

individuals, and are in the nursing facility for less than 30 consecutive days 

will have a patient pay determination (see M1470.320). 
   

3. Institution   An establishment that furnishes (in single or multiple facilities) food, 

shelter, and some treatment or services to four or more persons unrelated to 

the proprietor is an institution . 
   

4. In An Inst itution   "In an institution"  refers to an individual who is admitted to live in an 

institution and receives treatment or services provided there that are 

appropriate to his requirements. 
   

5. Long-term Care 

 

 Long-term care is medical treatment and services directed by a licensed 

practitioner of the healing arts toward maintenance, improvement, or 

protection of health or lessening of illness, disability or pain which have 

been received, or are expected to be received, for longer than 30 consecutive 

days. 
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6. Medical Institution 

(Facility)  

 A medical institution is an institution (facility) that: 

 

¶ is organized to provide medical care, including nursing and 

convalescent care, 

 

¶ has the necessary professional personnel, equipment, and facilities to 

manage the medical, nursing and other health needs of patients, 

 

¶ is authorized under state law to provide medical care, and 

 

¶ is staffed by professional personnel who are responsible to the 

institution for professional medical and nursing services. 

6.  

7. An acute care hospital is a medical institution. 

8.  9.  10.  
7. Patient  An individual who is receiving needed professional services that are 

directed by a licensed practitioner of the healing arts toward maintenance, 

improvement, or protection of health or lessening of illness, disability, or 

pain, is a patient. 
   

8. Inpatient   An inpatient is a patient who has been admitted to a medical institution 

on the recommendation of a physician or dentist and who: 

 

¶ receives room, board, and professional services in the institution for a 

24-hour period or longer, or 
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  ¶ is expected by the institution to receive room, board, and professional 
services in the institution for a 24-hour period or longer even though it 
later develops that the patient dies, is discharged or is transferred to 
another facility, and does not actually stay in the institution for 24 
hours. 

 

M1410.020  NON-FINANCIAL ELIGIBILITY REQUIREMENTS  
 

A.  Introduction   To be eligible for Medicaid payment of long-term care, an individual 

must be eligible for Medicaid.  The Medicaid non-financial eligibility 

requirements in chapter M02 apply to all Medicaid applicants and 

recipients, including those individuals in long-term care.  The non-

financial requirements and the location of the manual policy for each 

requirement are: 
   

B. Citizenship/ 

Alienage 

 The citizenship and alien status policy is found in M0220. 

   

C. Virginia Residency  The Virginia state resident policy for patients in medical institutions is 

found in subchapter M1430.101; the state resident policy for CBC 

patients is found in M0230. 
   

D. Social Security 

Number 

 The social security number policy is found in M0240. 

   

E. Assignment of 

Rights 

 The assignment of rights and support cooperation policy is found in 

M0250.  
   

F. Application for 

Other Benefits 

 The application for other benefits policy is found in M0270. 

   

G. Institutional 

Status  

 The institutional status policy for facility patients is in subchapter 

M1430.100.  The institutional status policy for CBC waiver services 

patients is found in subchapter M1440.010. 
   

H. Covered Group 

(Category) 

 The Medicaid covered groups eligible for long-term care services are 

listed in subchapter M1460.  The category requirements for the covered 

groups are found in chapter M03.  
 

M1410.030  FACILITY CARE  
 

A. Introduction   Medicaid covers care provided in a medical institution to persons whose 

physical or mental condition requires nursing supervision and assistance 

with activities of daily living.  Some institutions have both medical and 

residential sections.  An individual in the medical section of the institution 

is a patient in a medical facility; however, an individual in the residential 

portion of the institution is a resident of a residential facility NOT a patient 

in a medical facility. 
 

This section contains descriptions of the types of facilities (medical 

institutions) in which Medicaid provides payment for services received by 

eligible patients.  See subchapter M1430 for specific policy and procedures 

which apply to patients in facilities.  

  



Manual Title Chapter Page Revision Date 

Virginia Medical Assistance Eligibility M14 July 2020 
Subchapter Subject Page ending with Page 

M1410.000 GENERAL RULES FOR LONG-TERM CARE  M1410.030 4 

 

B. Ineligible 

Individuals  

 Individuals under age 65 who are patients in an institution for mental 

diseases (IMD) are not eligible for Medicaid unless they are under age 22 

and receiving inpatient psychiatric services.   

   

C. Types of Medical 

Institutions 

 The following are types of medical institutions in which Medicaid will cover 

part of the cost of care for eligible individuals: 

   

1. Chronic Disease 

Hospitals 

 Specially certified hospitals, also called "long -stay hospitals".  There are 

two of these hospitals enrolled as Virginia Medicaid providers:   

 

¶ Hospital for Sick Children in Washington, D.C., and  

¶ Lake Taylor Hospital in Norfolk, Virginia. 

   

2. Hospitals and/or 

Training Centers for 

the Intellectually 

Disabled 

 Facilities (medical institutions) that specialize in the care of intellectually 

disabled individuals.  Intermediate Care Facilities for the Intellectually 

Disabled (ICF/IDs) are certified by the Department of Health to provide care 

in a group home setting.  Patients in these facilities may have income from 

participating in work programs.  

 

NOTE:  Medically needy (MN) individuals are not eligible for Medicaid 

payment of LTC services in an ICF/ID because ICF/ID services are not 

covered for the medically needy.  
   

3. Institutions for 

Mental Diseases (IMDs) 

 A hospital, nursing facility or other medical institution that is primarily 

engaged in providing diagnosis, treatment or care, including medical 

attention, nursing care and related services, of persons with mental diseases.  

An institution for the mentally retarded is not an IMD. 
 

NOTE: Medically needy (MN) patients age 65 or older are not eligible for 

Medicaid payment of LTC in an IMD because these services are not covered 

for medically needy individuals age 65 or over. 
   

4. Intermediate Care 

Facility (ICF)  

 A medical institution licensed by the state to provide, on a regular basis, 

health-related services to patients who do not require hospital or skilled 

nursing facility care, but whose mental or physical condition requires 

services in addition to room and board which can be made available only in 

an institutional setting. 

   

5. Nursing Facility  A medical institution licensed by the state to provide, on a regular basis, 

health-related services to patients who do not require hospital care, but 

whose mental or physical condition requires services, such as nursing 

supervision and assistance with activities of daily living, in addition to room 

and board and such services can be made available only in an institutional 

setting.  Nursing facilities provide either skilled nursing care services or 

intermediate care services, or both.  
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6. Rehabilitation 

Hospitals 

 A hospital certified as a rehabilitation hospital, or a unit of a hospital 

certified by the Department of Health as excluded from the Medicare 

prospective payment system, which provides inpatient rehabilitation 

services. 
   

M1410.040  COMMUNITY -BASED CARE WAIVER SERVICES  
 

A. Introduction   Medicaid covers long-term care in a community-based setting to individuals 

whose mental or physical condition requires nursing supervision and 

assistance with activities of daily living. 

 

This section provides general information about the Community-based Care 

(CBC) Waiver Services covered by Medicaid.  The detailed descriptions of 

the waivers and the policy and procedures specific to patients in CBC are 

contained in subchapter M1440. 

   

B. Community-Based 

Care Waivered 

Services (CBC) 

 Community-Based Care Waiver Services or Home and Community-based 

Care or CBC are titles that are used interchangeably.  These terms are used 

to mean a variety of in-home and community-based services reimbursed by 

the Department of Medical Assistance Services (DMAS) that are authorized 

under a Section 1915(c) waiver designed to offer individuals an alternative 

to institutionalization.  Individuals may be preauthorized to receive one or 

more of these services either solely or in combination, based on the 

documented need for the service or services to avoid nursing facility 

placement. 

   

C. Virginia's Waivers   Virginia has approved Section 1915(c) home and community-based care 

waivers.  These waivers contain services that are otherwise not available to 

the general Medicaid population.  The target population and service 

configuration for each waiver is outlined in subchapter M1440.  An 

individual cannot receive services under two or more waivers 

simultaneously; the individual can receive services under only one waiver at 

a time. 

   

1. Commonwealth 

Coordinated Care Plus 

Waiver 

 Effective July 1, 2017, the Elderly or Disabled with Consumer-Direction 

(EDCD) Waiver and the Technology Assisted (Tech) Waiver were combined 

and are known as the Commonwealth Coordinated Care Plus (CCC Plus) 

Waiver.  The CCC Plus Waiver serves aged individuals and disabled 

individuals who would otherwise require institutionalization in a nursing 

facility.  The waiver also serves "technology-assisted" individuals who are 

chronically ill or severely impaired and who need both a medical device to 

compensate for the loss of a vital body function, as well as substantial and 

ongoing skilled nursing care to avert death or further disability.   

 

The individual may choose to receive agency-directed services, consumer-

directed services or a combination of the two. Under consumer-directed 

services, supervision of the personal care aide is provided directly by the 

recipient and/or the person directing the care for the recipient.  If an 

individual is incapable of directing his own care, a spouse, parent, adult 

child, or guardian may direct the care on behalf of the recipient.  Services 

available through this waiver include: 
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  ¶ agency-directed and consumer-directed personal care  

¶ adult day health care 

¶ agency-directed respite care (including skilled respite) and consumer-

directed  respite care 

¶ Personal Emergency Response System (PERS). 

   

  Services provided through CCC Plus Waiver for technology-assisted 

individuals are expected to prevent placement, or to shorten the length of stay, 

in a hospital or nursing facility and include: 

   

  ¶ private duty nursing 

¶ nutritional supplements 

¶ medical supplies and equipment not otherwise available under the 

Medicaid State Plan. 

   

2. Community Living 

Waiver (Formerly the 

Intellectual Disabilities 

Waiver) 

 As part of the My Life, My Community Developmental Disabilities Waiver 

Redesign, the Intellectual Disabilities (ID) Waiver was renamed the 

Community Living Waiver in 2016.  The waiver is targeted to provide home 

and community-based services to individuals with developmental disabilities 

and individuals under the age of six years at developmental risk who have 

been determined to require the level of care provided in an ICF/ID, and to 

individuals with related conditions currently residing in nursing facilities who 

require specialized services.  See M1440, Appendix 1 for a list of services 

available through this waiver. 

   

5. Family and 

Individual 

Supports 

Waiver 

(Formerly the 

Individual and 

Family 

Developmental 

Disabilities 

Support 

Waiver)  

 As part of the My Life, My Community Waiver Developmental Disabilities 

Redesign, the Individual and Family Developmental Disabilities Support 

(DD) Waiver was renamed the Family and Individual Supports Waiver in 

2016.  The waiver provides home and community-based services to 

individuals with developmental disabilities.  See M1440, Appendix 1 for a list 

of services available through this waiver. 

   

11. Building 

Independence 

Waiver 

(Formerly the 

Day Support 

Waiver for 

Individuals 

with 

Intellectual 

Disabiliti es) 

 As part of the My Life, My Community Waiver Developmental Disabilities 

Redesign, the Day Support Waiver for Individuals with Intellectual 

Disabilities (DS Waiver) was renamed the Building Independence Waiver in 

2016.  The waiver is targeted to provide home and community-based services 

to individuals with intellectual disabilities who have been determined to 

require the level of care provided in an ICF/ID.  See M1440, Appendix 1 for a 

list of services available through this waiver. 
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  ¶ nursing services for assessments and evaluations 

¶ therapeutic social and recreational programming which provides daily 

activities for individuals with dementia. 
   

D. Childrenôs Mental 

Health ProgramðNot 

Medicaid CBC 

 Childrenôs Mental Health Program services are home and community-

based services to children who have been discharged from psychiatric 

residential treatment facilities.  Childrenôs Mental Health Program 

services are NOT Medicaid CBC services.  See M1520.100 E. for 

additional information. 
   

E. Program for All -

Inclusive Care for the 

Elderly (PACE) 

 PACE is the Stateôs community model for the integration of acute and 

long-term care.  Under the PACE model, Medicaid and Medicare 

coverage/funding are combined to pay for the individualôs care.  PACE is 

centered around the adult day health care model and provides the entire 

spectrum of acute and long-term care services to enrollees without 

limitations on the duration of services or the dollars spent.  Participation in 

PACE is in lieu of the EDCD Waiver and is voluntary.  PACE serves 

individuals aged 55 and older who (1) meet the nursing facility level of 

care criteria and (2) reside in their own communities.  PACE provides all 

of an individualôs health care and medical long-term care needs.   
 

PACE is NOT a HCBS Waiver; however, the preadmission screening, 

financial eligibility and post eligibility requirements for individuals 

enrolled in PACE are the same as those for individuals enrolled in the CCC 

Plus (formerly EDCD) Waiver. 
 

M1410.050  FINANCIAL ELIGIBILITY REQUIREMENTS  
 

A. Introduction   An individual in LTSS must meet the financial eligibility requirements that 

are specific to institutionalized individuals; these requirements are 

contained in this chapter: 
   

B. Asset Transfer  The asset transfer policy is found in subchapter M1450. 

   

C. Resources  The resource eligibility policy for individuals in LTSS who do not have a 

community spouse and for MAGI Adults regardless of their marital status 

is found in subchapter M1460 of this chapter. 
 

Only certain resource eligibility requirements are applicable to individuals 

in the Modified Adjusted Gross Income (MAGI) Adults covered group 

who are institutionalized.   
 

The resource eligibility requirements for married individuals in LTSS who 

have a community spouse, other than MAGI Adults, are found in 

subchapter M1480 of this chapter.  The policy in subchapter M1480 for 

married institutionalized individuals is NOT used to determine eligibility 

for MAGI Adults, regardless of their marital status 

   

D. Income  The income eligibility policy for individuals in LTSS who do not have a 

community spouse is found in subchapter M1460 of this chapter.  MAGI 

Adults in LTSS are evaluated using the MAGI income policy in Chapter 

M04. 
 

The income eligibility policy for individuals in LTSS who have a 

community spouse is found in subchapter M1480. 
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M1410.060  POST-ELIGIBILITY TREATMENT OF INCOME (PATIE NT 

                     PAY) 
 

A. Introduction   Most Medicaid-eligible individuals must pay a portion of their income to 

the LTSS provider; Medicaid pays the remainder of the cost of care.  The 

portion of their income that must be paid to the provider is called ñpatient 

pay.ò  Patient pay policy does NOT apply to MAGI Adults. 
   

B. Patient Pay  The policies and procedures for patient pay determination are found in 

subchapter M1470 of this chapter for individuals who do not have 

community spouses and in subchapter M1480 for individuals who have 

community spouses. 
 

M1410.100  LONG-TERM CARE APPLICATIONS  
 

A. Introduction   The general application requirements applicable to all Medicaid applicants/ 

recipients found in chapter M01 also apply to applicants/recipients who 

need LTSS services.  This section provides those additional or special 

application rules that apply only to persons who meet the institutionalization 

definition. 
   

B. Responsible Local 

Agency 

 The local social services department in the Virginia locality where the 

institutionalized individual (patient) last resided outside an institution 

retains responsibility for receiving and processing the application. 
 

If the patient did not reside in Virginia prior to admission to the institution, 

the local social services department in the county/city where the institution 

is located has responsibility for receiving and processing the application.   
 

Home and Community-Based Services (HCBS) applicants apply in their 

locality of residence. 
   

C. Procedures   
   

1. Application 

Completion 

 

 A signed application is received.  A face-to-face interview with the 

applicant or the person authorized to conduct his business is not required, 

but is strongly recommended, in order to correctly determine eligibility. 
   

2. Pre-admission 

Screening 

 Notice from pre-admission screener is received by the local Department of 

Social Services (DSS). 
 

NOTE:  Verbal communications by both the screener and the local DSS 

Eligibility Worker (EW) may occur prior to the completion of screening.  

Also, not all LTC cases require pre-admission screening; see M1420. 
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3. Processing   EW completes the application processing.  Processing includes receipt of 

required verifications, completion of the non-financial and financial eligibility 

determinations, and necessary case record documentation.  See chapter M15 for 

the processing procedures. 

 

An individualôs eligibility is determined as an institutionalized individual if he is 

in a medical facility or has been screened and approved for Medicaid.  For any 

month in the retroactive period, an individualôs eligibility can only be 

determined as an institutionalized individual if he met the definition of 

institutionalization in that month (i.e. he had been a patient in a medical 

institutionðincluding nursing facility or an ICF-ID-- for at least 30 consecutive 

days).  

 

If it is known at the time the application is processed that the individual did not 

or will not receive LTC services (i.e. the applicant has died since making the 

application) do not determine eligibility as an institutionalized individual.  

 

If the individual's eligibility was determined as an institutionalized individual 

prior to the receipt of waiver services, the EW must verify that LTC services 

started within 30 days of the date of the Notice of Action on Medicaid.  If LTC 

services did not start within 30 days of the date of the Notice of Action on 

Medicaid, the individual's continued eligibility must be re-evaluated as a non-

institutionalized individual. 

   

 4.  Notices  See section M1410.300 for the required notices. 
 

M1410.200  INITIATING LONG -TERM CARE FOR CURRENT RECIPIENTS  
 

A. Introduction   Individuals who currently receive Medicaid and enter LTSS must have their 

eligibility redetermined using the special rules that apply to LTC. 

 

For example, an enrollee may be ineligible for Medicaid payment of LTSS 

services because he/she transferred assets without receiving adequate 

compensation.  The asset transfer policy found in M1450 applies to  

individuals who receive any type of long-term care.  Individuals who are 

ineligible for Medicaid payment of LTSS may remain eligible for other 

Medicaid-covered services. 

   

B. LTSS Screening  An LTSS screening is used to determine if an individual meets the level of care 

for Medicaid payment for LTSS services.  Medicaid enrollees must be screened 

and approved before Medicaid will authorize payment for LTSS services.   
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C. Recipient Enters 

LTC  

 A re-evaluation of eligibility must be done when the EW learns that a Medicaid 

recipient has started receiving LTSS services. An LTSS screening is required. . 

   

  If an annual renewal has been done within the past six months, a partial review 

to address factors pertinent to receipt of LTC, such as asset transfer, spousal 

resource assessment, etc., must be done.  If an annual renewal has not been 

done within the past six months, a complete renewal must be done.  A new 

application is not required.  See subchapter M1520 for renewal procedures. 

   

  ¶ For an SSI recipient who has no community spouse and owns no countable 

real property, verify continued receipt of SSI through SOLQ-I or SVES, 

obtain information regarding asset transfer from the enrollee or authorized 

representative, and document the case record.  See section M1430.104 for 

additional information regarding an SSI recipient who enters a nursing 

facility. 

   

  ¶ Rules for married institutionalized recipients, with the exception of MAGI 

Adults, who have a community spouse are found in subchapter M1480. 

   

D. Notification   When the re-evaluation is done, the EW must complete and send all required 

notices.  See section 1410.300 below.  If it is known at the time of application 

processing that the individual did not or will not receive LTSS services, do not 

determine eligibility as an institutionalized individual.  
 

M1410.300  NOTICE REQUIREMENTS  
 

A. Introduction   A notice to an applicant or recipient provides formal notification of the 

intended action or action taken on his/her case, the reason for this action and 

the authority for proposing or taking the action.  The individual needs to 

clearly understand when the action will take place, the action that will be 

taken, the rules which require the action, and his right for redress. 

   

  Proper notice provides protection of the client's appeal rights as required in 

1902(a)(3) of the Social Security Act. 

   

  The Notice of Action on Medicaid provides an opportunity for a fair hearing if 

action is taken to deny, suspend, terminate, or reduce services. 

   

  The Medicaid Long-term Care Communication Form (DMAS-225) notifies 

the LTSS provider of changes to an enrolleeôs eligibility for Medicaid and for 

Medicaid payment of LTSS services. 

   

  The notice requirements found in this section are used for all LTSS cases. 

   

  Individuals in the AAL Waiver have Medicaid eligibility determined in the 

AG covered group (see M0320.202) and do not have Medicaid eligibility 

determined as institutionalized individuals.  There are no post-eligibility 

requirements.  The enrollment and notification procedures used with non-

institutionalized Medicaid recipients are followed (see M0130.300). 
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B. Forms to Use   

1.    Notice of Action 

on Medicaid & FAMIS   
(#032-03-0008) 

 

 

 The EW must send the Notice of Action on Medicaid generated by VaCMS 

or the equivalent hard form, available at https://fusion.dss.virginia.gov/bp/BP-

Home/Medical-Assistance/Forms to the applicant/ recipient or his authorized 

representative to notify him of the agency's decision on the initial Medicaid 

application, and on a redetermination of eligibility when a recipient starts 

LTC services. 

   

2. Notice of Patient Pay 

Responsibility (#032-03-

0062) 

 The Notice of Patient Pay Responsibility is sent to the applicant/enrollee or 

the authorized representative to notify them of the amount of patient pay 

responsibility.  The form is generated and sent by the Virginia Case 

Management System (VaCMS) on the day the case is authorized, or by the 

Medicaid enrollment system if a change is input directly into that system.   

   

3. Medicaid LTC 

Communication Form 

(DMAS-225) 

 The Medicaid Long-term Care (LTC) Communication Form is available at 

https://fusion.dss.virginia.gov/bp/BP-Home/Medical-Assistance/Forms. The form is 

used by LTC providers and local departments of social services (LDSS) to 

exchange information, other than patient pay information, such as: 

   

  ¶ a change in the LTC provider, including when an individual moves from 

CBC to a nursing facility or the reverse; 

   

  ¶ the enrolleeôs physical residence, if different than the LDSS locality; 

   

  ¶ changes in the patient's deductions (e.g. a medical expense allowance); 

   

  ¶ admission, death or discharge to an institution or community-based care 

service; 

   

  ¶ changes in eligibility status; and 

   

  ¶ changes in third-party liability. 

   

  Do not use the DMAS-225 to relay the patient pay amount.  Providers 

are able to access patient pay information through the Department of 

Medical Assistance Services (DMAS) provider verification systems. 

   

  a. When to Complete the DMAS-225  
 

The EW completes the DMAS-225 at the time initial patient pay information 

is added to VaCMS, when there is a change in the enrolleeôs situation, 

including a change in the enrolleeôs LTC provider, or when a change affects 

an enrolleeôs Medicaid eligibility.   
 

  

https://fusion.dss.virginia.gov/bp/BP-Home/Medical-Assistance/Forms
https://fusion.dss.virginia.gov/bp/BP-Home/Medical-Assistance/Forms
https://fusion.dss.virginia.gov/bp/BP-Home/Medical-Assistance/Forms
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  b. Where to Send the DMAS-225. 

   

  If the individual is enrolled in a Commonwealth Coordinated Care (CCC) Plus 

Managed Care Organization (MCO), send the DMAS-225 to the individualôs 

MCO.  If known, send it to the individualôs care coordinator. Contact 

information for the CCC Plus MCOs is available at 

https://cccplusva.com/contacts-and-links.  

   

  If the individual is not in managed care, send the DMAS-225 as indicated 

below: 

   
  1) For hospice services patients, including hospice patients in a nursing 

facility or those who are also receiving CBC services, send the original form 

to the hospice provider. 

   
  2)   For facility patients, send the original form to the nursing facility. 
   

  3)   For PACE or adult day health care recipients, send the original form to the 

PACE or adult day health care provider. 
   

  4)   For Medicaid CBC, send the original form to the following individuals 
   

  ¶ the case manager at the Community Services Board, for the 

Family and Individual Supports (formerly Developmental 

Disabilities) Waivers; 
   

  ¶ the case manager (support coordinator), for the FIS (DD) 

Waiver, 

   

  ¶ the personal care provider, for agency-directed CCC Plus Waiver 

personal care services and other services.  If the patient receives 

both personal care and adult day health care, send the DMAS-225 

to the personal care provider. 
   

  ¶ the service facilitator, for consumer-directed CCC Plus Waiver 

services, 
   

  ¶ the case manager, for any enrollee with case management 

services, and 
   

  ¶ the case manager at DMAS, for CCC Plus Waiver Private Duty 

Nursing (PDN) services), at the following address: 
   

  Office for Community Living  

600 E. Broad St,  

Richmond, VA   23219 
   

  Retain a copy of the completed DMAS-225 in the case record. 
   

4. Advance Notices of 

Proposed Action 

 The recipient must be notified in advance of any adverse action that will be 

taken on his/her Medicaid eligibility or patient pay. 
  

https://cccplusva.com/contacts-and-links
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  a. Advance Notice of Proposed Action 
   

  The system-generated Advance Notice of Proposed Action or hard equivalent 

(#032-03-0018), available at https://fusion.dss.virginia.gov/bp/BP-Home/Medical-

Assistance/Forms,  must be used when: 

  
 

  ¶ eligibility for Medicaid will be canceled, 

 

¶ eligibility for full -benefit coverage Medicaid changes to QMB, 

SLMB, or QWDI limited coverage, or 

 

¶ Medicaid payment for LTC services will not be allowed for a period 

of time because of an asset transfer. 

   

  b. Notice of Patient Pay Responsibility 
 

When a change in the patient pay amount is entered in VaCMS or MMIS, a 

ñNotice of Patient Pay Responsibilityò will be generated and sent as the 

advanced notice to the recipient or the authorized representative.   
 

Patient pay must be entered into VaCMS no later than close-of-business on the 

system cut-off date, to meet the advance notice requirement. 
 

Do not send the ñAdvance Notice of Proposed Actionò when patient pay 

increases. 
   

5. Administrative 

Renewal Form 

 A system-generated paper Administrative Renewal Form is used to redetermine 

Medicaid eligibility of an individual who is in long-term care.  The individual or 

his authorized representative completes and signs the form where indicated.  

The EW completes and signs the eligibility evaluation sections on the form.   

 

A renewal can also be completed online using CommonHelp or by telephone by 

calling the Cover Virginia Call Center.  See M1520.200 for information 

regarding Medicaid renewals. 
 

  

https://fusion.dss.virginia.gov/bp/BP-Home/Medical-Assistance/Forms
https://fusion.dss.virginia.gov/bp/BP-Home/Medical-Assistance/Forms


 
 

 

 

 

 

 

 

CHAPTER M14 

LONG-TERM SERVICES AND SUPORTS (LTSS) 

SUBCHAPTER 20 

 
SCREENING FOR MEDICAID LTSS 

 

 

 
  



 

M1420 Changes 

 

Changed With Effective Date Pages Changed 

TN #DMAS-17 7/1/20 Pages 1-6 

TN #DMAS-12 4/1/19 Page 2 

TN #DMAS-11 1/1/19 Entire subchapter 

TN #DMAS-7 1/1/18 Table of Contents 

Pages 2, 5.  

Appendix 2.  

TN #DMAS-5 7/1/17 Pages 2-6 

TN #DMAS-1 1/1/17 Table of Contents 

Pages 3-6 

Appendix 3 

Appendices 4 and 5 were 

removed. 

TN #DMAS-1 6/1/16 Pages 3-5 

Page 6 is a runover page. 

Appendix 3, page 1 

TN #99 1/1/14 Page 4 

UP#7  7/1/12 Pages 3, 4 

TN #94 09/01/10 Table of Contents 

Pages 3-5 

Appendix 3 

TN #93 01/01/10 Pages 2, 3, 5 

Appendix 3, page 1 

Appendix 4, page 1 

 

  



Manual Title Chapter Page Revision Date 

Virginia Medical Assistance Eligibility M14 January 2019 
Subchapter Subject Page ending with Page 

M1420.000  SCREENING FOR MEDICAID LTSS TOC i 

 

 

 TABLE OF CONTENTS  
 

 

LONG-TERM SERVICES AND SUPPORTS  

 

M1420.000  SCREENING FOR MEDICAID LTSS 
 

                                                                           Section                                Page 
 

LTSS Screening Process  ........................................................... M1420.100............................................ 1 

 

Responsibility for LTSS Screening  ......................................... M1420.200............................................ 2 

 

Communication Procedures ..................................................... M1420.300............................................ 3 

 

LTSS Screening Certification ................................................... M1420.400............................................ 4 

 

 

Forms 

 

DMAS-96 Medicaid Funded Long-Term Services and Supports  

       Authorization  Form (DMAS-96) ...................................... Appendix 1 ........................................... 1 

 

Waiver Management System (WaMS) Screen Print............. Appendix 2 ........................................... 1 

 

 

 

  



Manual Title Chapter Page Revision Date 

Virginia Medical Assistance Eligibility M14 July 2020 
Subchapter Subject Page ending with Page 

M1420.000  SCREENING FOR MEDICAID LTSS  M1420.100 1 

 

M1420.000  SCREENING FOR MEDICAID LTSS 
 

M1420.100  MEDICAID LTSS SCREENING PROCESS    
 

A. Introduction   The Medicaid screening process for LTSS was implemented in 1977 to 

ensure that Medicaid eligible individuals entering nursing facilities met 

the required level of care for Medicaid payment of long-term services and 

supports (LTSS.).  In 1982, the screening process for LTSS was expanded 

to require screening and authorization for individuals requesting 

Medicaid payment of LTSS through the Medicaid Home and Community-

based Services Waivers (HCBS) or institutional long-term care.  In 2007, 

the screening process was expanded to include individuals requesting 

Medicaid payment of LTSS services through the Program for the All-

Inclusive Care of the Elderly (PACE).    

 

This subchapter describes the LTSS screening process; the eligibility 

implications; the communication requirements; the inter-agency 

cooperation requirements; and eligibility worker responsibilities in the 

LTSS screening process.   

   

B. Operating Policies 
 

1. Payment 

Authorization  

  

 

An LTSS screening provides authorization for Medicaid payment of 

facility (medical institution), HCBS waiver and PACE long-term care 

services for Medicaid recipients. 

   

2. When an LTSS 

Screening is 

Required 

 A screening is used to determine if an individual entering LTSS care meets 

the level of care criteria for the form of care being requested. LTSS 

include nursing facility care, care in one of the HCBS waivers, and PACE 

services. A screening is not needed when an individual is already in a 

nursing facility or is currently authorized to receive Medicaid LTSS The 

exceptions to the screening requirement are listed in M1420.400 B. 1.  

 

The approval by the screening team for receipt of Medicaid LTSS services 

allows the individual to be evaluated using the eligibility rules for 

institutionalized individuals. See M1420.100 B.3.  

   

 3. Eligibility 

Rules 

 The Medicaid LTSS Authorization Form, DMAS 96, is used to determine 

the appropriate rules used for the eligibility determination (which LTSS 

rules to use, or whether to use non-institutional Medicaid eligibility rules).  

An individual who is screened and approved for LTSS is treated as an 

institutionalized individual in the Medicaid eligibility determination.  The 

Authorization form also certifies the type of LTSS service and provides 

information for the personal needs/maintenance allowance.    
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M1420.200  RESPONSIBILITY FOR LTSS SCREENING 
 

A. Introduction   In order to qualify for Medicaid payment of LTSS an individual 

must be determined to meet functional criteria, have a medical or 

nursing need and be at risk of nursing facility or hospital placement 

within 30 days without services.  The LTSS screening is completed 

by a designated screening team.  The team that completes the 

screening depends on the type(s) of services chosen and needed by 

the individual.  Below is a listing of the types of LTSS services an 

individual may receive and the teams responsible for completion of 

the screening for those services. 
   

B. Nursing Facility 

Screening 

 This evaluation is completed by local community-based teams 

(CBT) composed of agencies contracting with the Department of 

Medical Assistance Services (DMAS) or by staff of hospitals for 

inpatients.   
 

Individuals in non-hospital facilities (such as incarcerated 

individuals) will be screened by the community-based team in the 

locality in which the facility is located.  
 

The community-based teams usually consist of the local health 

department physician, a local health department nurse, and a local 

social services department service worker. 
   

C. Screening for 

HCBS Waivers  

 Screening and authorization for the Medicaid HCBS waivers are 

completed as follows: 
   

1. Common-

wealth 

Coordinated 

Care Plus 

Waiver 

 Effective July 1, 2017, the Elderly or Disabled with Consumer-

Direction (EDCD) Waiver and the Technology Assisted (Tech) 

Waiver were combined and are known as the Commonwealth 

Coordinated Care Plus (CCC Plus) Waiver. Community-based teams 

and hospital screening teams are authorized to screen individuals for 

the CCC Plus Waiver.  The authorization processes were not 

changed.  See M1420.400 C. 
   

2. Community 

Living Waiver  
 

 Local Community Services Boards (CSBs) are authorized to screen 

individuals for the Community Living Waiver. Final authorizations 

for waiver services are made by DBHDS staff. 

   

3. Family and 

Individual 

Supports 

Waiver  

 CSBs are authorized to screen individuals for the Family and 

Individual Supports Waiver. 
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4. Building 

Independence 

Waiver (Formerly 

the Day Support 

Waiver for 

Individuals with 

Intellectual 

Disabilities) 

 Local CSB and DBHDS case managers are authorized to screen 

individuals for the Building Independence Waiver. Final authorizations 

for the waiver services are made by DBHDS staff.   
 

   

D.  PACE  Community-based screening teams and hospital screening teams are 

authorized to screen individuals for PACE.  If the individual is screened 

and approved for LTSS, the team will inform the individual about any 

PACE program that serves the individualôs locality.   
 

 

M1420.300  COMMUNICATION PROCEDURES 
 
 

A. Introduction   To ensure that nursing facility, PACE placement or receipt of Medicaid HCBS 

services are arranged as quickly as possible, there must be prompt 

communication between screeners and eligibility staff. 

   
B. Procedures   
   
 1. LDSS Contact  The LDSS should designate an appropriate staff member for screeners to 

contact.  Local social services, hospital staff and CBTs should be given the 

name and contact information for that person to facilitate timely 

communication between screeners and eligibility staff.  
   

2. Screeners   Screeners must inform the individualôs eligibility worker when the screening 

process has been completed.  
   

3. Eligibility 

Worker (EW) 

Action 

 The EW must inform both the individual and the provider once eligibility for 

Medicaid payment of LTSS has been determined.  If the individual is found 

eligible for Medicaid and written assurance of approval by the screening team 

has been received (DMAS-96 or WaMS print out), the eligibility worker must 

give the LTSS provider the enrolleeôs Medicaid identification number. 

 

M1420.400  LTSS SCREENING  CERTIFICATION 
 

A. Purpose  The screening certification authorizes the local DSS to determine financial 

eligibility using the more liberal rules for institutionalized individuals, 

including the 300% SSI covered group and the special rules for married 

institutionalized individuals with a community spouse.  
   

B. Exceptions to  
Screening 

 Screening for LTSS is NOT required when: 
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  ¶ the individual is a resident  in a nursing facility at the time of application 

and a screening for LTSS was completed prior to the nursing facility 

admission; 
   

  ¶ the individual is a resident in a nursing facility at the time of application 

and was a private pay resident at the time of nursing facility admission; 

   

  ¶ the individual is a resident in a nursing facility at the time of application 

and was admitted to the nursing facility prior to July 1, 2019; 

   

  ¶ the individual received Medicaid LTSS in one or more of the preceding 

12 months and LTSS was terminated for a reason other than no longer 

meeting the level of care;  
   

  ¶ the individual enters a nursing facility directly from the CCC Plus 

Waiver or PACE and an LTSS screening was completed prior to the 

CCC Plus Waiver or PACE services starting; 
   

  ¶ the individual leaves a nursing facility and begins receiving CCC Plus 

Waiver services or enters PACE and an LTSS screening was completed 

prior to the nursing facility admission or at the point of a change in 

nursing facility level of care or care status. For example, the individual 

did not receive a Medicaid LTSS Screening prior to nursing facility 

admission but wishes to leave the nursing facility and receives an LTSS 

Screening while in the nursing facility in order to be discharged to 

HCBS; 
   

  ¶ the individual resides out of state (either in a community or nursing 

facility setting) and seeks direct admission to a nursing facility; 
   

  ¶ the individual is an inpatient at an in state owned/operated facility 

licensed by DBHDS, in-state or out of state Veterans hospital or in-state 

or out of state military hospital and seeks direct admission to a nursing 

facility;  
   

  ¶ the individual will not become financially eligible within six months of 

admission;  
   

  ¶ the individual is no longer in need of LTSS and is requesting assistance 

for a prior period of long term care; 

   

  ¶ the individual is being enrolled in Medicaid hospice services or home 

health services. 

   

C. Documentation  If a screening is required, the screenerôs approval for Medicaid LTSS must 

be substantiated in the case record by one of the following documents: 
   

  ¶ Medicaid Funded Long-term Services and Supports Authorization Form 

(DMAS-96) for nursing facilities, PACE and CCC Plus Waiver (see 

Appendix 1) or the equivalent information printed from the electronic 

Pre-admission Screening (ePAS) system. A copy of the assessment 

screen from MMIS is also acceptable for LTSS screenings conducted 

prior to December 1, 2019. 
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  ¶ Copy of the authorization screen from the Waiver Authorization System 

(WaMS) (see Appendix 3).  A Copy of the authorization screen from the 

Intellectual Disability On-line System (IDOLS) is also acceptable.  
   

  Medicaid payment for LTSS cannot begin prior to the date  the DMAS-96 is 

signed and prior authorization of services for the individual has been given to 

the provider by DMAS or its contractor.    

   

1. Nursing 

Facility/PACE 

 Individuals who require care in a nursing facility or elect PACE will have a 

DMAS-96 signed and dated by the screener and the supervising physician or 

the equivalent information printed from the ePAS system. A copy of the 

assessment screen from MMIS is also acceptable for LTSS screenings 

conducted prior to December 1, 2019.  

   

  The "Medicaid Authorization" section will have a number in the box that 

matches one of the numbers listed under the "LTSS Screening section.  These 

numbers indicate which of these programs was authorized.  Medicaid payment 

of PACE services cannot begin prior to the date the DMAS-96 is signed and 

dated by the supervising physician and prior-authorization of services for the 

individual has been given to the provider by DMAS.   

   

2. CCC Plus 

Waiver  

 Individuals screened and approved for the CCC Plus Waiver must have a 

DMAS-96 signed and dated by the screener and the physician or the 

equivalent information printed from the ePAS system. A copy of the 

assessment screen from MMIS is also acceptable for LTSS screenings 

conducted prior to December 1, 2019. 

   

  If the individual elects consumer-directed services, DMAS or its contractor 

must give final authorization.  If services are not authorized, the service 

facilitator will notify the LDSS, and the EW must re-evaluate the individualôs 

eligibility as a non-institutionalized individual. 

   

  For individuals who qualify for Private Duty Nursing (PDN) under the CCC 

Plus Waiver, a Medicaid LTSS Communication form (DMAS-225) and a 

Commonwealth Coordinated Care Plus Waiver PDN Level of Care Eligibility 

form (DMAS-108 for Adults or DMAS-109 for children) will be completed 

and sent to the LDSS. 

   

3. Community 

Living Waiver 

Authorization 

Screen Print 

 Individuals screened and approved for the Community Living Waiver will 

have a printout of the WaMS authorization screen completed by the DBHDS 

representative.  The screen print will be accompanied by a completed DMAS-

225 form identifying the client, the Community Services Board providing the 

service, and begin date of service.  

   

4. Building 

Independence 

Waiver Level of 

Authorization 

Screen Print 

 Individuals screened and approved for the Building Independence Waiver will 

have a printout of the WaMS authorization screen completed by the DBHDS 

representative.  The screen print will be accompanied by a completed DMAS-

225 form identifying the client, the Community Services Board providing the 

service, and begin date of service. 
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5. Family and 

Individual 

Supports  

Waiver 

Authorization 

Screen Print 

 Individuals screened and approved for the Family and Individual Supports 

Waiver will have a printout of the WaMS authorization screen completed by 

the DBHDS representative.  The screen print will be accompanied by a 

completed DMAS-225 form identifying the client, the Community Services 

Board providing the service, and begin date of service. 

   

D. Authorization for 

LTSS  

 If the screening approval document is not available when placement needs 

to be made, verbal assurance from a screener or DMAS that the form 

approving long-term services and supports will be mailed or delivered is 

sufficient to determine Medicaid eligibility as an institutionalized 

individual.  The appropriate form must be received prior to approval and 

enrollment in Medicaid as an institutionalized individual.   

   

  The appropriate authorization document (form or screen print) must be 

maintained in the individualôs case record. 

   

1.  Authorization 

Not Received 

 If a LTSS screening is required and the appropriate documentation is not 

received, Medicaid eligibility for an individual who is living in the 

community must be determined as a non-institutionalized individual. 

   

2. Authorization 

Rescinded 

 The authorization for Medicaid payment of LTSS may be rescinded by the 

physician or by DMAS at any point that the individual is determined to no 

longer meet the required Medicaid level of care criteria. 
 

When an individual is no longer eligible for a HCBS Waiver service, the 

EW must re-evaluate the individualôs eligibility as a non-institutionalized 

individual. 

 

When an individual leaves the PACE program and no longer receives LTSS 

services, the EW must re-evaluate the individualôs eligibility as a non-

institutionalized individual. 

 

For an individual in a nursing facility who no longer meets the level of care 

but continues to reside in the facility, continue to use the eligibility rules for 

institutional individuals even though the individual no longer meets the 

level of care criteria. Medicaid will not make a payment to the facility for 

LTSS.  
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MEDICAID FUNDED LONG -TERM SERVICES AND SUPPORTS (LTSS) 

AUTHORIZATION FORM (DMAS -96) 
 

The Medicaid Funded Long-Term Services And Supports (LTSS) Authorization Form (DMAS-96), revised for 

January 1, 2019, is contained on the following three pages.  The pages do not have headers or page numbers. 

 

 

 



MEDICAID FUNDED LONG -TERM SERVICES AND SUPPORTS (LTSS) AUTHORIZATION FORM  

 
I. INDIVIDUAL INFORMATION:   

Last Name: ________________________________  First Name: _____________________  Birth Date: ____/____/________ 

Social Security_____________________________  Medicaid ID  ________________________      Gender: __________ 

II. MEDICAID ELIGIBILITY INFORMATION:   

 
Is Individual Currently Medicaid Eligible?  

 1 = Yes 

  2 = Not currently Medicaid eligible, anticipated within  

180 days of nursing facility admission OR within 45 days  

of application or when personal care begins. 

  3 = Not currently Medicaid eligible, not anticipated  

within 180 days of nursing facility admission 

If no, has Individual formally applied for Medicaid?  

 0 = No  1 = Yes   

Is Individual currently Auxiliary Grant eligible? 

  0 = No 

  1 = Yes, or has applied for Auxiliary Grant 

  2 = No, but is eligible for General Relief 

 

Dept of Social Services: 

(Eligibility Responsibility)________________________________ 

(Services Responsibility)__________________________________ 

III. LTSS SCREENING INFORMATION: (to be completed only by authorized Medicaid  or ALF screeners)  
MEDICAID AUTHORIZATION  

Level of Care 
 1  = Nursing Facility (NF) Services 

 2   = PACE 

  

4   =  

Commonwealth Coordinated Care (CCC) Plus Waiver 

 11 = ALF Residential Living * (see note below) 

 12 = ALF Regular Assisted Living * (see note below) 

  

 15 =  

Private Duty Nursing 

  
Exceptions: Authorizations for NF, PACE, CCC Plus 
Waivers are interchangeable.  Screening updates are not required for  

individuals to move between these services because the alternate  

institutional placement is a NF. NF = CCC Plus Waiver or PACE. 

 

 

NO MEDICAID SERVICES AUTHORIZED  
 8   = Other Services Recommended 

 9   = Active Treatment for MI/ID/DD Condition 

 0   = No other services recommended 

Targeted Case Management for ALF 

            0 =  No   1 =  Yes     

ALF Reassessment Completed 

1 =  Full Reassessment 2 = Short Reassessment  

 

ALF provider name:  _____________________________________ 

ALF provider number:  ___________________________________ 

ALF admit date:  ________________________________________ 

_______________________________________________________ 

SERVICE AVAILABILITY  

      1 = Individual on waiting list for service authorized  

      2 = Desired service provider not available 

      3 = Service provider available, services to start immediately 

LENGTH OF STAY (If approv ed for Nursing Facility) 
      1 =  Temporary  (less than 3 months )  

      2 =  Temporary..(less than 6 months) 

      3 =  Continuing (more than 6 months) 

      8 =  Not Applicable 

NOTE:  Physicians may write progress notes to address  

the length of stay for individuals moving between NF, PACE, or CCC Plus 

 Waiver.  The progress notes should be provided to the 

eligibility workers with the local departments of social services. 

 

LTSS/ALF SCREENING IDENTIFICATION  
 Name of LTSS/ALF screener agency and provider number: 

1.____________________________________________________ 

ÃÃÃÃÃÃÃÃÃÃ 
2.____________________________________________________ 

ÃÃÃÃÃÃÃÃÃÃ 
___________________________________________________________ 
LEVEL II ASSESSMENT DETERMINATION ï FOR NF AUTHS  

ONLY  ï DOES NOT APPLY TO WAIVERS.  

Name of Level II Screener and ID number who have completed  

the Level II for a diagnosis of MI, ID/DD, or RC. 

1.__________________________________________________ 

ÃÃÃÃÃÃÃÃÃÃ 
      0 =  Not referred for Level II assessment 

      1 =  Referred, Active Treatment needed 

      2 =  Referred, Active Treatment not needed 

      3 =  Referred, Active Treatment needed but individual chooses NF 

 

Did the individual expire after the Medicaid LTSS/ALF screening decision but  

before services were received? 1 = Yes  0 = No 

 

SCREENING CERTIFICATION - This authorization is appropriate to adequately meet the Individual's needs and assures that all other 

resources have been explored prior to Medicaid authorization for this Individual. 

 
________________________________________________________________________________________________   ____/____/________ 

       Medicaid LTSS/ALF Screener Title   Date 
 

________________________________________________________________________________________________   ____/___/_________ 

       Medicaid LTSS/ALF Screener Title   Date 
 

________________________________________________________________________________________________   ____/___/_________ 

Medicaid LTSS Physician  Date 
DMAS-96 (revised 1/2019) 

  



Instructions for  completing the Medicaid Funded Long-Term Services and Supports Authorization (DMAS-96) 
 

I.  Individual Information:  

A. Enter Individualôs Last Name. Required. 

B. Enter Individualôs First Name. Required. 

C. Enter Individualôs Birth Date in MM/DD/CCYY format. Required. 

D. Enter Individualôs Social Security Number. Required. 

E. Enter Individualôs Medicaid ID number if the Individual currently has a Medicaid card. This number should have 12 digits. 

F. Gender: Enter ñFò if Individual is Female or ñMò if Individual is Male. Required. 

II.  Medicaid Eligibility Information:  

A. Is Individual Currently Medicaid Eligible?  

Á Enter a ñ1ò in the box if the Individual is currently Medicaid eligible.  

Á Enter a ñ2ò in the box if the Individual is not currently Medicaid eligible it is anticipated that private funds 

will be depleted within 180 days after nursing facility admission or within 45 days of application or when 

waiver services begin. 

Á Enter a ñ3ò in the box if the Individual is not eligible for Medicaid and it is not anticipated that private 

funds will be depleted within 180 days after nursing facility admission.  

B. If no, has Individual formally applied for Medicaid? Formal application for Medicaid is made when the Individual or 

authorized representative has taken the required financial information to the local Eligibility Department and completed 

forms needed to apply for benefits. The authorization for long-term services and supports can be made regardless of 

whether the Individual has been determined Medicaid eligible, but placement may not be available until the provider is 

assured of the Individualôs Medicaid status.  

C. Is Individual currently auxiliary grant eligible? Enter appropriate code (ñ0ò, ñ1ò, or ñ2ò) in the box. 

D. Local Depts. of Social Services: The local departments of social services with service and eligibility responsibility may 

not always be the same agency. Please indicate, if known, the departments for each in the areas provided.  

 

III.  Medicaid LTSS Screening Information: 

 

A. Medicaid Authorization: Enter the numeric code that corresponds to the Medicaid LTSS Screening Level of Care 

authorized. Enter only one code in this box. Required.  

 

1 Nursing Facility (NF) Authorize only if Individual meets the NF criteria. 

2 PACE Authorize only if Individual meets NF criteria and requires a community-based service to 

prevent institutionalization. 

4 Commonwealth 

Coordinated Care Plus 

Waiver 

Authorize only if Individual meets NF criteria and requires a community-based service to 

prevent institutionalization. 

11 ALF Residential Living  Authorize only if Individual has dependency in either 1 ADL, 1 IADL or medication 

administration  

12 ALF Regular Assisted 

Living  

Authorize only if Individual has dependency in either 2 ADLs or behavior. 

   

15 Private Duty Nursing Authorize only if the Individual meets NF criteria, has extensive medical/nursing needs and 

requires a community-based service to prevent institutionalization. 

   

 

Exceptions: Authorizations for NF, PACE, or the CCC Plus Waivers are interchangeable.  Screening updates are not required for 

Individuals to move between these services because the alternate institutional placement is a NF.  NF = CCC Plus Waiver or PACE.  
 

DMAS-96 (9/18) 

  



 

Instructions for completing the Medicaid Funded Long-Term Services and Supports Authorization (DMAS-96) 
 

B. No Medicaid Services Authorized: 
 

8 Other Services 

Recommended  

Includes informal social support systems or any service excluding Medicaid-funded long term 

services and supports such as companion services, meals on wheels, ID/DD or Day Support  

waivers, rehab services, etc.). 

9 Active Treatment for 

MI/ID or Related  

Condition 

Applies to those Individuals who meet NF criteria but require active treatment for a condition of 

mental illness or intellectual/developmental disabilities and cannot appropriately receive such 

treatment in a NF. 

0 No Other Services 

Recommended  

Use when the screening team recommends no services or the Individual refuses services. 

C. Targeted Case Management for ALF: If ALF services are authorized; you must indicate whether Targeted Case 

Management for ALF (quarterly visit) is also being authorized. The Individual must require coordination of multiple 

services and the ALF or other support must not be available to assist in the coordination/access of these services. 

Á ALF Targeted Case Management Services includes the annual reassessment. 

D. ALF Reassessment: Mark the appropriate code for the long reassessment (ñ1ò) or a short reassessment (ñ2ò). 

E. ALF Provider Name: Enter the name of the ALF in which the Individual entered. Otherwise leave blank. 

F. ALF Pr ovider Number: Enter the provider number of the ALF in which the Individual entered. Otherwise leave 

blank.  

G. ALF Admit Date: Enter the date the Individual entered an ALF. Otherwise leave blank. 

H. Service Availability:  If a Medicaid-funded long term services and supports is authorized, indicate whether there is a 

waiting list (ò1ò) or that there is no provider (ñ2ò), or whether the service can be started immediately (ò3ò).  

I.  Length of Stay: If approval of NF services is made, please indicate how it is felt that these services will be needed by 

the Individual. The physicianôs signature certifies expected length of stay as well as Level of Care.  

 

NOTE: Physicians may write progress notes to address the length of stay for individuals moving between NF, PACE or the 

CCC Plus Waiver. The progress notes should be provided to the eligibility workers with the local departments of social 

services.  

J. Medicaid LTSS/ALF Screening Identification: Enter the name of the screening agency or facility (for example, 

hospital, local DSS, local health department, Area Agency on Aging, State MH/IDD facility, CIL) and below it, in the 

10 boxes provided, that entityôs 10 digit NPI/API number. 

Á For Medicaid to make prompt payments to LTSS Screening Teams, all of the information in this section 

must be completed. Failure to complete any part of this section will delay reimbursement. 

Á If the LTSS Screening is completed in the locality, there should be two screeners, from both the local DSS 

and local health departments. Otherwise, there will be only one screener identification entered.  

K.  Level II Assessment Determination: If a Level II assessment was performed (MI, IDD or Related Condition), enter 

the name of the screener on the top line and below it, in the 10 boxes provided, that entityôs 10 digit NPI/API number. 

Level II assessments apply to NF authorizations ONLY.  

Á Enter the appropriate code in the box. 

L.  When a Screening Team is aware that an Individual has expired prior to receiving the services authorized by the 

screening team, a ñ1ò should be entered in this box. 

M. The Medicaid LTSS/ALF Screener must sign and date the form. Required. 

N. The Medicaid LTSS/ALF Screener must sign and date the form. Required for all services except ALF placement.  

O. The Medicaid LTSS physician must sign and date the form. Required for all services expect ALF placement. 

Physician signature and date is the last item to be completed on this form. Physician must sign and date for 

himself or herself; others may not sign/date for the physician.  
 

IV.  Final Items: 

 

A. Once the Medicaid LTSS Screening has been completed, the Screening Team should supply a copy of the Screening 

Package to the Individualôs provider of choice if the individual is FFS.  If the Individual is a CCC Plus member, the 

Screening Package should be sent to the Care Coordinator. 

B. The Screening Team must maintain a complete copy of the Medicaid LTSS Screening in their files for a period of 

not less than 5 years from the date of screening. Files may be in either paper or electronic format. 

  

*NOTE:  DMAS no longer requires the submission of ALF Screening documents.  Screening Teams are still required to follow all 

regulations with respect to completion of the documents for ALF services.  The Screening Teams should follow instructions provided 

regarding reimbursement for ALF screenings.   

 

DMAS-96 (revised 1/19)

Manual Title Chapter Page Revision Date 



 

 

Virginia Medical Assistance Eligibility M14 January 2019 
Subchapter Subject Page ending with Page 

M1420.000  PRE-ADMISSION SCREENING Appendix 2 1 

 

Waiver Management System (WaMS) Screen Print 

for Community Living Waiver, Building Independence Waiver, 

and Family and Individual Supports Waiver Authorizations 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
  



 

 

 

 

M1430 Changes 

 

Changed With Effective Date Pages Changed 

TN #DMAS-10 10/1/18 Pages 3-5 

Appendix 1 

TN #DMAS-7 1/1/18 Pages 1, 2, 4 

Appendix 1 

TN #93 1/1/10 Appendix 1, page 1 

Update (UP) #1 7/1/09 Appendix 1, page 1 

  



 

 

Manual Title Chapter Page Revision Date 

Virginia Medical Assistance Eligibility M14 February 2009 
Subchapter Subject Page ending with Page 

M1430.000  FACILITY CARE  TOC i 

 

 

 TABLE OF CONTENTS  

 

 
LONG-TERM CARE  

 

M1430.000  FACILITY CARE  

 

 

 Section Page 
 
Facility Care ......................................................................................... M1430.000 ....................... 1 

 

Types of Facilities & Care  ................................................................. M1430.010 ....................... 1 

 

Basic Eligibility Requirements ........................................................... M1430.100 ....................... 3 

 

Virginia Residence  .................................................................. M1430.101 ....................... 4 

 

Advance Payments .................................................................. M1430.102 ....................... 5 

 

SSI Recipients .......................................................................... M1430.103 ....................... 6 

 

 

Appendices 

 

List of IMDs in Virginia  ...................................................................... Appendix 1 ...................... 1 
 

 

  



 

 

Manual Title Chapter Page Revision Date 

Virginia Medical Assistance Eligibility M14        January 2018 
Subchapter Subject Page ending with Page 

M1430.000  FACILITY CARE  M1430.010 1 

 

M1430.000  FACILITY CARE  

 
A. Introduction   Medicaid covers care provided in a facility to persons whose physical or 

mental condition requires nursing supervision and assistance with activities 

of daily living. 

 

This subchapter (M1430) contains the specific policy and  rules that apply 

to individuals needing or receiving long-term care (LTC) services in 

medical institutions (facilities). 

   

B. Definitions  Definitions for terms used when policy is addressing types of long-term 

care (LTC), institutionalization, and individuals who are receiving that care 

are found in Subchapter M1410. 
 

M1430.010  TYPES OF FACILITIES & CARE  
 

A. Introduction   This section contains descriptions of the types of medical facilities in 

which Medicaid provides payment for services received by eligible 

patients. 

   

B. Medical Facility 

 Defined 

 A medical facility is an institution that: 

 

¶ is organized to provide medical care, including nursing and 

convalescent care, 

 

¶ has the necessary professional personnel, equipment, and facilities to 

manage the medical, nursing and other health needs of patients, 

 

¶ is authorized under state law to provide medical care, and 

 

¶ is staffed by professional personnel who are responsible to the 

institution for professional medical and nursing services. 

   

C. Types of Medical 

Facilities 

 The following are types of medical facilities in which Medicaid will cover 

part of the cost of care: 

   

1. Chronic Disease 

Hospitals 

 Chronic disease hospitals are specially certified hospitals, also called 

"long-stay hospitals".   There are two of these hospitals enrolled as 

Virginia Medicaid providers:   

 

¶ Hospital for Sick Children in Washington, D.C.;  

¶ Lake Taylor Hospital in Norfolk, Virginia. 

   

2. Intermediate 

Care Facilities 

for the 

Intellectually 

Disabled (ICF-

ID)  

 An ICF-ID  is an institution for the intellectually disabled or persons with 

related conditions is an institution or a distinct part of an institution that   
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  ¶ is primarily for the diagnosis, treatment or rehabilitation of individuals 

with intellectual disabilities or related conditions, and 

 

¶ provides, in a protected residential setting, ongoing evaluation, 

planning, 24-hour supervision, coordination and integration of health 

or rehabilitative services to help each individual function at his greatest 

ability. 

 

Some community group homes are certified as Intermediate Care Facilities 

for the Intellectually Disabled (ICF-IDs) by the Department of Health.  

Patients in these facilities may have income from participating in work 

programs.  

 

NOTE:  Medically needy (MN) individuals are not eligible for Medicaid 

payment of LTC services in an ICF-ID because ICF-ID services are not 

covered for the medically needy. 

   

3. Institutions for 

Treatment of 

Mental Diseases 

(IMDs)  

 An IMD is a hospital, nursing facility or other institution with more than 

16 beds that is primarily engaged in providing diagnosis, treatment or care, 

including medical attention, nursing care and related services, of persons 

with mental diseases.  An institution for those intellectually disabled is 

NOT an IMD. 

 

NOTE:  Medically needy (MN) patients over 65 years of age are not 

eligible for Medicaid payment of LTC services in an IMD because these 

services are not covered for medically needy individuals age 65 or over.  

For a list of IMDs in Virginia, see Appendix 1 to this subchapter. 

 

NOTE:  Any individual over age 21 but under age 65 who is in an IMD is 

not eligible for Medicaid while residing in the IMD. 

   

4. Nursing Facility  A nursing facility  is a medical institution licensed by the state to provide, 

on a regular basis, health-related services to patients who do not require 

hospital care, but whose mental or physical condition requires services, 

such as nursing supervision and assistance with activities of daily living, in 

addition to room and board and such services can be made available only 

in an institutional setting.  Nursing facilities provide either skilled nursing 

care services or intermediate care services, or both.  

   

5. Rehabilitation 

Hospitals 

 A rehabilitation hospital  is a hospital certified as a rehabilitation hospital, 

or a rehabilitation unit of a hospital certified by the Department of Health 

as excluded from the Medicare prospective payment system, which 

provides inpatient rehabilitation services.   
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M1430.100  BASIC ELIGIBILITY REQUIREMENTS  
 

A. Overview  To be eligible for Medicaid payment of long-term care, an individual must 

be eligible for Medicaid.  The Medicaid non-financial eligibility 

requirements in Chapter M02 apply to all individuals in long-term care.  

The eligibility requirements and the location of the manual policy are listed 

below in this section. 
   

B. Citizenship/ 

Alienage 

 The citizenship and alien status policy is found in subchapter M220.  

   

C. Virginia Residency  The Virginia state resident policy specific to facility patient is found in 

subchapter M0230 and section M1430.101 below.   
   

D. Social Security 

Number 

 The social security number policy is found in subchapter M0240.  

   

E. Assignment of 

Rights 

 The assignment of rights is found in subchapter M0250. 

 
   

F. Application for 

Other Benefits 

 The application for other benefits policy is found in subchapter M0270. 

   

G. Institutional 

Status 

 The institutional status requirements specific to long-term care in a facility 

are in subchapter M0280.   
   

 H. Covered Group 

(Category) 

 The Medicaid covered groups eligible for LTC services, also called long-

term services and supports (LTSS), are listed in M1460.  The requirements 

for the covered groups are found in chapter M03.   
   

I. Financial 

Eligibility  

 An individual who has been a patient in a medical institution (such as a 

nursing facility) for at least 30 consecutive days of care or who has been  

screened and approved for LTC services is treated as an institutionalized 

individual for the Medicaid eligibility determination. Financial eligibility 

for institutionalized individuals is determined as a one-person assistance 

unit separated from his/her legally responsible relative(s).   
 

The 30-consecutive-days requirement is expected to be met if the pre-

admission screening committee provides verbal or written confirmation of 

its approval for the individualôs receipt of LTSS. If the individual is treated 

as an institutionalized individual and eligibility is established prior to the 

begin date of services, the individual has 30 days from the date on the 

Notice of Action to begin services.   
 

For unmarried individuals, and for married individuals without community 

spouses other than MAGI Adults, the resource and income eligibility 

criteria in subchapter M1460 is applicable. 
 

MAGI Adults in LTC are evaluated using the resource policy in M1460 

and the MAGI income policy in M04.  Only certain resource eligibility 

requirements are applicable to individuals in the Modified Adjusted Gross 

Income (MAGI) Adult covered group who are institutionalized.   
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  For married individuals with community spouses, other than MAGI Adults, 

the resource and income eligibility criteria in subchapter M1480 is 

applicable. 
 

The asset transfer policy in M1450 applies to all facility patients, including 

MAGI Adults. 
 

M1430.101  VIRGINIA RESIDENCE 
 

A. Policy  An individual must be a resident of Virginia to be eligible for Virginia 

Medicaid while he/she is a patient in a medical facility.  There is no 

durational requirement for residency.  Additional Virginia residency 

requirements are in subchapter M0230. 
   

B. Individual Age 21 

or Older 

 An institutionalized individual age 21 years or older is a resident of Virginia 

if:  
 

¶ the individual is in an institution in Virginia with the intent to remain 

permanently or for an indefinite period; or 
 

¶ the individual became incapable of declaring his intention to reside in 

Virginia at or after becoming age 21 years, he/she is residing in Virginia 

and was not placed here by another state government agency.  
   

1. Determining 

Incapacity to 

Declare Intent 

 An individual is incapable of declaring his/her intent to reside in Virginia if: 
 

¶ he has an I.Q. of 49 or less or has a mental age of less than 7 years; 
 

¶ he has been judged legally incompetent; or 
 

¶ medical documentation by a physician, psychologist, or other medical 

professional licensed by Virginia in the field of intellectual disabilities 

supports a finding that the individual is incapable of declaring intent to 

reside in a specific state.   
   

2. Became 

Incapable 

Before Age 21 

 

 An institutionalized individual age 21 years or older who became incapable 

of stating intent before age 21 is a resident of Virginia if: 
 

¶ the individualôs legal guardian or parent, if the parents reside in separate 
states, who applies for Medicaid for the individual resides in Virginia; 

 

¶ the individualôs legal guardian or parent was a Virginia resident at the 
time of the individualôs institutional placement; 

 

¶ the individualôs legal guardian or parent who applies for Medicaid for 
the individual resides in Virginia and the individual is institutionalized 

in Virginia; or 
 

¶ the individualôs parent(s) has abandoned the individual, no legal 

guardian has been appointed, the individual is institutionalized in 

Virginia, and the person who files the individualôs Medicaid application 

resides in Virginia.   

  
 

  ¶ if a legal guardian has been appointed for the individual and parental 

rights have been terminated, the guardianôs state of residence is used to 

determine residency instead of the parentôs. 
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C. Individual Under 

Age 21 

 An institutionalized individual under age 21 years who is not emancipated 

is a resident of Virginia if: 

 

¶ the individualôs legal guardian or parent was a Virginia resident at the 

time of the individualôs institutional placement; 

 

¶ the individualôs legal guardian or parent who applies for Medicaid for 
the individual resides in Virginia and the individual is institutionalized 

in Virginia; or 

  

¶ the individualôs parent(s) has abandoned the individual, no legal 

guardian has been appointed, the individual is institutionalized in 

Virginia, and the person who files the individualôs Medicaid 

application resides in Virginia. 

 

¶ if a legal guardian has been appointed for the individual and parental 

rights have been terminated, the guardianôs state of residence is used to 

determine residency instead of the parentôs.    

   

D. Placed by Another 

Stateôs 

Government 

 When an individual is placed in a facility by another (not Virginia) state or 

local government agency, the placing state retains responsibility for the 

individualôs Medicaid.  Placement by a government agency is any action 

taken by the agency beyond providing general information to the individual 

and the individualôs family to arrange the individualôs admission to an 

institution.  A government agency includes any entity recognized by State 

law as being under contract with the state government.  

   

E. Individual Placed 

Out-of-state by 

Virginia  

 An individual retains Virginia residency for Medicaid if he/she is placed by 

a Virginia government agency in an institution outside Virginia.  

Placement into an out-of-state LTC medical facility must be pre-authorized 

by DMAS. 

 

When a competent individual voluntarily leaves the facility in which 

Virginia placed him/her, he/she becomes a resident of the state where 

he/she is physically located.   

   

F. Disputed or 

Unclear Residency 

 If the individualôs state residency is unclear or is disputed, contact your 

Regional Consultant for help.  When two states cannot resolve the 

residency dispute, the state where the individual is physically located 

becomes his/her state of residency for Medicaid purposes. 

 

M1430.102  ADVANCE PAYMENTS  

 
A.  Introduction   There are instances when a family member, or other individual, makes an 

advance payment to the facility for a prospective Medicaid patient prior to 

or during the Medicaid application process.  This assures the patientôs 

admission to, and continued care in, the facility.  The individual may have 

been promised by the facility that the advance payment will be refunded if 

the patient is found eligible for Medicaid.   
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Advance payments which are expected to be reimbursed to an individual 

other than the Medicaid applicant once Medicaid is approved, and 

payments made to the facility to hold the bed while the patient is 

hospitalized, are not counted as income for either eligibility or patient pay 

determinations. 
   

B. Reimbursement  Any monies contributed toward the cost of the patientôs care pending 

Medicaid eligibility determination must be reimbursed to the contributing 

party by the facility when Medicaid eligibility is established.  The only 

exception is when the payment is made from the patientôs own funds which 

exceeded the resource limit. 
 

M1430.103  SSI RECIPIENTS 
 

A. Introduction   This section provides information about SSI recipients who are admitted to 

medical facilities. 
   

B. Unmarried SSI 

Recipient 

 When an unmarried Medicaid-eligible SSI recipient enters a facility for 

LTC, review his/her Medicaid eligibility, especially institutional status, 

asset transfer and home property ownership. 
   

1. Temporary 

Period 

 An SSI recipient who is admitted to a medical facility temporarily, for 3 

months or less, retains his/her usual monthly SSI payment and remains 

eligible for Medicaid if resources are within Medicaid limits. This 

ñtemporaryò SSI payment is not counted available for patient pay.  See 

M1470. 
   

2. Indefinite 

Period 

 If not admitted temporarily, or when the 3-month temporary period ends, 

the SSI income limit is reduced to $30 per month.  If the individual has no 

other countable income, his SSI payment will usually be $30 per month.  If 

he has countable income of $30 or more, his SSI payment will terminate. 
 

Review his income eligibility when the SSI payment terminates.  See 

M1460. 
   

C. Married SSI 

Recipient 

 When a married Medicaid-eligible SSI recipient enters a facility for LTC, 

review his/her Medicaid eligibility, especially institutional status, asset 

transfer and resources.  Use the married institutionalized individuals' policy 

in M1480 to determine resource eligibility and patient pay. 
   

1. Temporary 

Period 

 An SSI recipient who is admitted to a medical facility temporarily, for 3 

months or less, usually retains his/her usual monthly SSI payment and 

remains eligible for Medicaid if resources are within Medicaid limits. This 

ñtemporaryò SSI payment is not counted available for patient pay.  See 

M1470.   
   

2. Indefinite 

Period 

 If not admitted temporarily, or when the 3-month temporary period ends, 

the SSI income limit is reduced to $30 per month.  If the individual has no 

other countable income, his SSI payment will usually be $30 per month.  If 

he has countable income of $30 or more, his SSI payment will terminate.  

Review his income eligibility when the SSI payment terminates.  See 

M1460.   
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List of Institutions for Mental Diseases (IMDs) in Virginia  
 

Catawba Hospital 
5525 Catawba Hospital Drive 

Catawba, VA 24070-2006 

 

Central State Hospital 

P.O. Box 4030 

Petersburg, VA 23803-0030 

(NOTE: Hiram Davis Medical Center is not an IMD) 

 

Commonwealth Center for Children and Adolescents 

P.O. Box 4000 

Staunton, VA  24402-4000 

 

Eastern State Hospital 

4601 Ironbound Road 

Williamsburg, VA 23188-2652 

 

Northern Virginia Mental Health Institute 

3302 Gallows Road 

Falls Church, VA 22042-3398 

 

Piedmont Geriatric Hospital 

P.O. Box 427 

Burkeville, VA 23922-0427 

 

Southern Virginia Mental Health Institute 

382 Taylor Drive 

Danville, VA 24541-4023 

 

Southwestern VA Mental Health Institute 

340 Bagley Circle 

Marion, VA 24354-3126 

 

Virginia Center for Behavioral Rehabilitation 

P.O. Box 548 

Burkeville, VA  23922-0548 

 

Western State Hospital  

P.O. Box 2500 

Staunton, VA 24402-2500 
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M1440.000  COMMUNITY-BASED CARE WAIVER SERVICES  

 

M1440.001  GOVERNING LAWS 

 
A. Introduction   This subchapter provides information about the Medicaid Community-

Based Care (CBC) waivers, the individuals eligible for waiver services, 

and information about the services provided in the waivers.   

 

B. Community-Based 

Care Waiver 

Services (CBC) 

 Community-Based Care Waiver Services or Home and Community-

Based Care or CBC are titles that are used interchangeably.  These terms 

are used to mean a variety of in-home and community-based services 

reimbursed by DMAS that are authorized under a Section 1915(c) waiver 

designed to offer individuals an alternative to institutionalization in a 

medical facility.  Individuals may be preauthorized to receive one or 

more of these services either solely or in combination, based on the 

documented need for the service or services to avoid nursing facility 

placement.   

 

C. Federal Law  Section 1915 of the Social Security Act has provisions which allow 

states to waive certain requirements of Title XIX as a cost saving 

measure.  Virginia uses 1915(c) which allows the state to provide 

services not otherwise available under the State Plan to specifically 

targeted individuals.  Individuals who may be targeted are those which it 

(the state) can show would require the level of care provided in a hospital 

or a nursing facility or intermediate care facility for the intellectually 

disabled, the cost of which would be reimbursed under the State plan. 

 

Under a 1915(c) waiver, the state may waive the requirements of Section 

1902 of Title XIX, related to state wideness and comparability of 

services, and may apply the institutional deeming income and resource 

rules for home and community-based recipients.  This allows individuals 

with catastrophic medical needs to retain income for their maintenance in 

the home. 

 

Any waiver granted under Section 1915(c) must satisfy requirements 

established by the Secretary regarding cost-effectiveness (the cost to 

Medicaid of home and community-based services for recipients must not 

exceed 100% of the cost to Medicaid for their institutional care), the 

necessary safeguards taken to protect the health and welfare of 

individuals, financial accountability, evaluations and periodic re-

evaluations of the need for an institutional level of care, the impact of the 

waiver and recipient choice informing procedure.   

 

D. Virginia's Waivers   Virginia has approved Section 1915(c) home and community-based 

waivers.  These waivers contain services that are otherwise not available 

to the general Medicaid population.  The target population and service 

configuration for each waiver is outlined in this subchapter. 
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M1440.010 BASIC ELIGIBILITY REQUIREMENTS  
 

A. Introduction   Services provided through the Waivers can be covered by Medicaid when 

the applicant or recipient meets the Medicaid eligibility requirements in this 

section. 

   

B. Waiver 

Requirements 

 The individual must meet the pre-admission screening criteria for CBC 

waiver services and the targeted population group requirement.  Some of the 

targeted population groups are: 

 

¶ individuals age 65 or older,  blind or disabled  

¶ individuals with intellectual disabilities  

¶ individuals who need a medical device to compensate for loss of a vital 

bodily function 

¶ individuals with developmental disabilities. 

 

The eligibility worker does NOT make the determination of whether the 

individual meets the waiver requirements; this is determined by the pre- 

admission screener or by DMAS. 

 

NOTE:  The individual cannot be authorized to receive services under more 

than one waiver at a time. 

   

C. Non-financial 

Eligibility  

 The individual must meet the Medicaid non-financial and financial 

eligibility requirements listed below: 

   

1. Citizenship/ 

Alienage 

 The citizenship and alien status policy is found in subchapter M0220. 

   

2. Virginia 

Residency 

 The Virginia state resident policy specific to CBC waiver services patients 

is found in subchapter M0230. 

   

3. Social Security 

Number 

 The social security number policy is found in subchapter M0240. 

   

4. Assignment of 

Rights/ 

Cooperation 

 The assignment of rights and support cooperation policy is found in 

subchapters M0250 and M0260. 

   

5. Application for 

Other Benefits 

 The application for other benefits policy is found in subchapter M0270. 
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6. Institutional 

Status 

 To be eligible for Medicaid, an individual approved for CBC waiver services 

must meet the institutional status requirement.  A CBC waiver services 

recipient usually is not in a medical institution; most CBC recipients live in a 

private residence in the community.  However, an individual who resides in a 

residential facility such as an assisted living facility (ALF) may be eligible 

for some CBC waiver services.  The institutional status requirements 

applicable to CBC waiver services recipients are in subchapter M0280. 

 

   

7. Covered 

 Group   

 The requirements for the covered groups are found in subchapters M0320 

and M0330. 

   

D. Financial 

Eligibility  

 An individual who has been screened and approved for CBC services is 

treated as an institutionalized individual for the Medicaid eligibility 

determination.  Financial eligibility is determined as a one-person assistance 

unit separated from his legally responsible relative(s) with whom he lives.   

 

If the individual is treated as an institutionalized individual and eligibility is 

established prior to the begin date of services, the individual has 30 days 

from the date on the Notice of Action to begin receiving CBC services.   

 

For unmarried individuals, and for married individuals without community 

spouses other than MAGI Adults, the resource and income eligibility criteria 

in subchapter M1460 is applicable. 

  

MAGI Adults in LTC are evaluated using the resource policy in M1460 the 

MAGI income policy in M04.  Only certain resource eligibility requirements 

are applicable to individuals in the Modified Adjusted Gross Income (MAGI) 

Adult covered group who are institutionalized.   

 

For married individuals with community spouses, other than MAGI Adults, 

the resource and income eligibility criteria in subchapter M1480 is 

applicable. 

 

The asset transfer policy in M1450 applies to all CBC waiver services 

recipients. 
 

M1440.100  CBC WAIVER DESCRIPTIONS 
 

A. Introduction   This section provides a brief overview of the Medicaid CBC waivers.  The 

overview is a synopsis of the target populations, basic eligibility rules, available 

services, and the assessment and service authorization procedure for each waiver. 
 

The eligibility worker does not make the determination of whether the individual 

is eligible for the waiver services; this is determined by the pre- admission 

screener or by DMAS.  The policy in the following sections is only for the 

eligibility worker's information to better understand the CBC waiver services. 

   

B. Definitions  Term definitions used in this section are: 
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1. Developmental 

Disability  

 "Developmental disability," as defined in Virginia Code § 37.2-100, means a 

severe, chronic disability of an individual that (i) is attributable to a mental or 

physical impairment, or a combination of mental and physical impairments, 

other than a sole diagnosis of mental illness; (ii)  is manifested before the 

individual reaches 22 years of age; (iii)  is likely to continue indefinitely; (iv) 

results in substantial functional limitations in three or more of the following  

areas of major life activity: self-care, receptive and expressive language, 

learning, mobility, self-direction, capacity for independent living, or economic 

self-sufficiency; (v) reflects the individual's need for a combination and 

sequence of special interdisciplinary or generic services, individualized 

supports, or other forms of assistance that are of lifelong or extended duration 

and are individually planned and coordinated; and (vi) an individual from birth 

to age nine, inclusive, who has a substantial developmental delay or specific 

congenital or acquired condition, may be considered to have a developmental 

disability without meeting three or more of the criteria described in clauses (i) 

through (v), if  the individual, without services and supports, has a high 

probability of meeting those criteria later in life. 

   

2. Financial  

 Eligibility  

 Criteria  

 means the rules regarding asset transfers; what is a resource; when and how that 

resource counts; what is income; when and how that income is considered.   

   

3. Non-financial 

Eligibility  

 Criteria  

 means the Medicaid rules for non-financial eligibility.  These are the rules for 

citizenship and alienage; state residence; social security number; assignment of 

rights and cooperation; application for other benefits; institutional status; 

cooperation DCSE; and covered group and category requirements. 
   

4. Patient  an individual who has been approved by a pre-admission screener to receive 

Medicaid waiver services. 

   

C. Developmental 

Disabilities 

Waivers 

 In 2016, as part of the My Life, My Community Waiver Redesign, the 

Intellectual Disabilities Waiver, Day Support Waiver and Individual and Family 

Developmental Disabilities Support Waiver (DD waiver) were renamed.  They 

were renamed to the Community Living Waiver, Building Independence Waiver, 

and Family and Individual Supports Waivers, respectively.  These waivers are 

referred to collectively as the Developmental Disabilities Waivers.  The services 

offered under these waivers are contained in M1440, Appendix 1.   
 

M1440.101  COMMONWEALTH COORDINATED CARE PLUS WAIVER  

    (FORMERLY THE EDCD AND TECHNOLOGY ASSISTED 

WAIVERS) 
 

A. General 

Description 

 Effective July 1, 2017, the Elderly or Disabled with Consumer-Direction 

(EDCD) Waiver and the Technology Assisted (Tech) Waiver were combined 

and are known as the Commonwealth Coordinated Care (CCC) Plus Waiver. 

The CCC Plus Waiver is targeted to provide home and community-based 

services to individuals who are age 65 or older or disabled, or who have been 

determined to require the level of care provided in a medical institution and are 

at risk of facility placement.  The waiver also serves "technology-assisted" 
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  individuals who are chronically ill or severely impaired and who need both a 

medical device to compensate for the loss of a vital body function, as well as 

substantial and ongoing skilled nursing care to avert death or further disability.   

   

  Recipients may select agency-directed services, consumer-directed services, or a 

combination of the two.  Under consumer-directed services, supervision of the 

personal care aide is provided directly by the recipient.  Individuals who are 

incapable of directing their own care may have a spouse, parent, adult child, or 

guardian direct the care on behalf of the recipient.  Consumer-directed services 

are monitored by a Service Facilitator.    

   

B. Targeted 

Population 

 This waiver serves persons who are: 

 

a. age 65 and over, or 
 

b. disabled; disability may be established either by SSA, DDS, or a pre-

admission screener (provided the individual meets a Medicaid 

covered group and another category).  

   

  Waiver services are provided to any individual who meets a Medicaid covered 

group and is determined to need an institutional level of care by a pre-

admission screening.  The individual does not have to meet the Medicaid 

disability definition.   

   

  Technology assisted services are provided to individuals who need both  

1) a medical device to compensate for the loss of a vital body function and  

2) substantial and ongoing skilled nursing care. 

   

C. Eligibility Rules   All individuals receiving waiver services must meet the Medicaid non-

financial and financial eligibility requirements for an eligible patient in a 

medical institution.  The income limit used for this waiver is 300% of the 

current SSI payment standard for one person, or the medically needy income 

limit (spenddown). 
 

The resource and income rules are applied to waiver-eligible patients as if the 

patients were in a medical institution. 
 

NOTE:  CCC Plus Waiver services shall not be offered to any patient who 

resides in a nursing facility, an intermediate care facility for the intellectually 

disabled (ICF/ID), a hospital, board and care facility, or an adult care 

residence licensed by DSS.   

   

  Individuals needing technology-assisted services must have a live-in primary 

care giver who accepts responsibility for the individual's health and welfare. 

   

D. Services Available  LTC services available through this waiver include: 

¶ adult day health care 

¶ agency-directed and consumer-directed personal care 

¶ agency-directed respite care (including skilled respite) and consumer-

directed respite care 

¶ Personal Emergency Response System (PERS). 
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  ¶ private duty nursing 

¶ nutritional supplements 

¶ medical supplies and equipment not otherwise available under the 

Medicaid State Plan. 

   

E. Assessment and 

Service 

Authorization  

 The nursing home pre-admission screeners assess and authorize CCC Plus 

Waiver services based on a determination that the individual is at risk of 

nursing facility placement. 

 

M1440.102  COMMUNITY LIVING WAIVER  
 

A. General 

Description 

 The Community Living Waiver program, formerly the Intellectual Disabilities 

(ID) Waiver, is targeted to provide home and community-based services to 

individuals with developmental disabilities and individuals under the age of six 

years at developmental risk who have been determined to require the level of 

care provided in an ICF/ID. 

   

B. Eligibility Rules   All patients receiving waiver services must meet the non-financial and financial 

Medicaid eligibility criteria and be Medicaid-eligible in a medical institution.  

The resource and income rules are applied to waiver eligible individuals as if the 

individual were residing in a medical institution. 
   

  The income limit used for this waiver is 300% of the current SSI payment 

standard for one person.  Medically Needy individuals are not eligible for this 

waiver.  If the individual's income exceeds 300% SSI, the individual is not 

eligible for services under this waiver.   
   

C. Services 

Available 

 The services available under the Community Living Waiver are included in 

M1440, Appendix 1. 
   

D. Assessment and 

Service 

Authorization  

 The individual's need for CBC is determined by the Community Services Board 

(CSB), Behavioral Health Authority (BHA) or Department for Aging and 

Rehabilitative Services (DARS) case manager after completion of a 

comprehensive assessment. 

   

  All recommendations are submitted to Department of Behavioral Health and 

Developmental Services (DBHDS) or DMAS staff for final authorization.   

   

1. CSB  The CSB/BHA support coordinator/case manager may only recommend waiver 

services if: 
 

¶ the individual is found Medicaid eligible; and 
 

¶ the individual is intellectually disabled, or is under age 6 and at 

developmental risk; and 
 

¶ the individual is not an inpatient of a nursing facility or hospital. 
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2. DARS  The DARS case manager may only recommend waiver services if: 
 

¶ the individual is found Medicaid eligible, and 
 

¶ the individual is in a nursing facility and has a related condition such 

 as defined in the federal Medicaid regulations.   
 

M1440.103  BUILDING INDEPENDENCE WAIVER  

 
A. General 

Description 

 The Building Independence Waiver, formerly the Day Support (DS) 

Waiver, is targeted to provide home and community-based services to 

individuals with developmental disabilities who have been determined to 

require the level of care provided in an ICF/ID.  These individuals may 

reside in an ICF/ID or may be in the community at the time of the 

assessment for Building Independence Waiver services. 

   

B. Eligibility Rules   All patients receiving waiver services must meet the non-financial and 

financial Medicaid eligibility criteria and be Medicaid-eligible in a medical 

institution.  The resource and income rules are applied to waiver eligible 

individuals as if the individual were residing in a medical institution. 

   

  The income limit used for this waiver is 300% of the current SSI payment 

standard for one person.  Medically needy individuals are not eligible for 

this waiver.  If the individual's income exceeds 300% SSI, the individual 

is not eligible for services under this waiver. 

   

C. Services Available  The services available under the Building Independence Waiver are 

included in M1440, Appendix 1. 

   

D. Assessment and 

Service 

Authoriz ation 

 The individual's need for CBC is determined by the CSB, BHA or DBHDS 

support coordinator/case manager after completion of a comprehensive 

assessment. All recommendations are submitted to DBHDS staff for final 

authorization.   

 

M1440.104  ALZHEIMERôS ASSISTED LIVING WAIVER  
A. General 

Description 
 The Alzheimerôs Assisted Living (AAL) Waiver is available only to 

individuals who are Auxiliary Grants (AG) recipients.  The AAL Waiver 

allows for the provision of services to individuals in approved assisted 

living facilities who, without the waiver, might require nursing home 

placement.  Individuals on this waiver do not have Medicaid eligibility 

determined as institutionalized individuals, and there are no post-

eligibility requirements . 
   

  The AAL waiver serves persons who are: 
 

¶ Auxiliary Grants (AG) recipients, 

¶ have a diagnosis of Alzheimerôs or a related dementia and no 
diagnosis of mental illness or intellectual disability, and 

¶ age 55 or older. 

  



 

 

Manual Title Chapter Page Revision Date 

Virginia Medic al Assistance Eligibility M14 July 2017 
Subchapter Subject Page ending with Page 

M1440  COMMUNITY -BASED CARE WAIVER SERVICES  M1440.105 8 

 

B. Eligibility Rules   Individuals in the AAL Waiver have Medicaid eligibility determined in the 

AG covered group (see M0320.202) and do not have Medicaid eligibility 

determined as institutionalized individuals.  There are no post-eligibility 

requirements.   

 

The enrollment and notification procedures used with non-institutionalized 

Medicaid recipients are followed (see M0130.300). 

   

C. Services Available  Services available under the AAL waiver are: 
 

¶ assistance with activities of daily living 

¶ medication administration by licensed professionals 

¶ nursing services for assessments and evaluations 

¶ therapeutic social and recreational programming which provides daily 

activities for individuals with dementia. 

   

D. Assessment and 

Service 

Authorization  

 Local and hospital screening committees or teams are authorized to screen 

individuals for the AAL waiver; however, a copy of the pre-admission 

screening is not required for the Medicaid eligibility record. 

 

M1440.105  FAMILY AND INDIVIDUAL SUPPORTS WAIVER  
 
A. General  

Description 
 The Family and Individual Supports Waiver, formerly the Individual and 

Family Developmental Disabilities Support Waiver (DD waiver), provides 

home and community-based services to individuals with developmental 

disabilities, who do not have a diagnosis of developmental disability. The 

objective of the waiver is to provide medically appropriate and cost-

effective coverage of services necessary to maintain these individuals in 

the community and prevent placement in a medical institution.  

   

B. Eligibility Rules   All patients receiving waiver services must meet the non-financial and 

financial Medicaid eligibility criteria and be Medicaid eligible in a medical 

institution.  The resource and income rules are applied to waiver eligible 

individuals as if the individuals were residing in a medical institution. 

   

  The income limit used for this waiver is 300% of the SSI limit (see 

M0810.002 A. 3.).  Medically Needy individuals are not eligible for this 

waiver.  If the individualôs income exceeds 300% SSI, the individual is not 

eligible for services under this waiver.    

   

C. Services Available  The services available under the Family and Individual Supports Waiver are 

included in M1440, Appendix 1. 

   

Assessment and Service 

Authorization  
 The individual's need for CBC is determined by the CSB, BHA or DBHDS 

support coordinator/case manager after completion of a comprehensive 

assessment. All recommendations are submitted to DBHDS staff for final 

authorization.   
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M1440.106  PROGRAM OF ALL -INCLUSIVE CARE FOR THE ELDERLY 

(PACE) 
 

A. General  

Description 

 
 

PACE is NOT a CBC Waiver, but rather is the Stateôs community model 

for the integration of acute and long-term care.  PACE combines Medicaid 

and Medicare funding.  PACE provides the entire spectrum of acute and 

long-term care services to enrollees without limitations on the duration of 

services or the dollars spent and is centered on an adult day health care 

model. 
   

B. Targeted 

Population 
 PACE serves individuals aged 55 and older who (1) meet the nursing 

facility level of care criteria and (2) reside in their own communities.  

PACE provides all of their health care and long-term care medical needs.  

Individuals who meet the criteria for the CCC Plus Waiver may be enrolled 

in PACE in lieu of the CCC Plus Waiver.    

   

C. Eligibility Rules   For Medicaid to cover PACE services, the individual must meet the non-

financial and financial Medicaid eligibility criteria and be Medicaid 

eligible in a medical institution.  The resource and income rules are applied 

to PACE-eligible individuals as if the individuals were residing in a 

medical institution. 
 

The income limit used for PACE is 300% of the SSI limit (see M0810.002 

A. 3.) or the MN income limit and spenddown. 

   

  PACE is not available to individuals who reside in an assisted living 

facility (ALF) and receive Auxiliary Grant (AG) payments.  Individuals 

who reside in an ALF may be enrolled in PACE if they meet the 

functional, medical/nursing, and financial requirements, but they will not 

be permitted to receive an AG payment. 

   

D. Services Available  The following services are provided through PACE: 
 

¶ adult day care that offers nursing, physical, occupational, speech 

and recreational therapies; 

¶ meals and nutritional counseling; social services; 

¶ medical care provided by a PACE physician; personal care and 

home health care; 

¶ all necessary prescription drugs; 

¶ access to medical specialists such as dentists, optometrists and 

podiatrists; respite care; 

¶ hospital and nursing facility care when necessary; and 

¶ transportation. 
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E. Assessment and 

Service 

Authorization  

 Participation in PACE is voluntary .  The nursing home pre-admission 

screening team will advise the individual of the availability of PACE and 

will facilitate enrollment if the Medicaid enrollee chooses PACE.  The 

PACE team is responsible for authorizing as well as providing the services. 

 

Eligibility for PACE must begin on the first day of a month and end on the 

last day of a month. 
 

M1440.200  COVERED SERVICES 
 

A. Introduction   This section provides general information regarding the LTC services 
provided under the waivers.  This is just for your information, 
understanding, and referral purposes.  The information does not impact the 
Medicaid eligibility decision. 
 
Note:  Services covered under the Building Independence, Community 
Living and Family and Individual Supports Waivers are described 
separately in M1440, Appendix 3. 

   

B. Waiver Services 

 Information  

 Information about the services available under a waiver is contained in the 

following sections: 
 

¶ M1440.201  Personal Care/Respite Care Services 

¶ M1440.202  Adult Day Health Services 

¶ M1440.203  Private Duty Nursing Services 

¶ M1440.204  Nutritional Supplements 

¶ M1440.205  Personal Emergency Response System (PERS) 

 

M1440.201  PERSONAL CARE/RESPITE CARE SERVICES  

 

A. What Are 

Personal Care 

Services 

 Personal Care services are defined as long term maintenance or support 

services which are necessary in order to enable the individual to remain at 

home rather than enter an institution.  Personal Care services provide 

eligible individuals with aides who perform basic health-related services, 

such as helping with ambulation/exercises, assisting with normally self-

administered medications, reporting changes in the recipient's conditions 

and needs, and providing household services essential to health in the home. 

   

B. What are Respite 

Care Services 

 Respite Care services are defined as services specifically designed to 

provide temporary but periodic or routine relief to the primary caregiver of 

an individual who is incapacitated or dependent due to frailty or physical 

disability.  To receive this service the individual must meet the same criteria 

as the individual who is authorized for Personal Care, but the focus in 

Respite Care is on the needs of the caregiver for temporary relief.  This 

focus on the caregiver differentiates Respite Care from programs which 

focus on the dependent or disabled care receiver. 

   

C. Relationship to 

Other Services 

 An individual may receive Personal Care or Respite Care in conjunction 

with Adult Day Health Care services as needed. 
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  When an individual receives Hospice services, the hospice is required to 

provide the first 21 hours per week of personal care needed and a maximum 

of an additional 38.5 hours per week. 

   

D. Who May Receive 

the Service 

 An individual must meet the criteria of the CCC Plus Waiver to qualify for 

Personal/Respite Care services. 
 

M1440.202  ADULT DAY HEALTH CARE SERVICES  
 

A. What Is Adult Day 

Health Care 

 Adult Day Health Care (ADHC) is a congregate service setting where 

individuals receive assistance with activities of daily living (e.g., ambulating, 

transfers, toileting, eating/feeding), oversight of medical conditions, 

administration of medications, a meal, care coordination including referrals to 

rehabilitation or other services if needed, and recreation/social activities.  A 

person may attend half or whole days, and from one to seven days a week, 

depending on the patient's capability, preferences, and available support 

system. 

   

B. Relationship to 

Other Services 

 ADHC centers may provide transportation and individuals may receive this 

service, if needed, to enable their attendance at the center.  An individual may 

receive ADHC services in conjunction with Personal Care or Respite Care 

services as needed.  

   

C. Who May Receive 

the Service 

 An individual must meet the criteria of the CCC Plus Waiver to qualify for 

ADHC services. 
 

M1440.203  PRIVATE DUTY NURSING SERVICES 
 

A. What is Private 

Duty Nursing 

 Private Duty Nursing services are called "nursing services" in the ID/MR 

waiver.  These services are offered to medically fragile patients who require 

substantial skilled nursing care.  Patients receive nursing services from 

Registered Nurses or Licensed Practical Nurses.  Services are offered as 

needed by the patient, but always exceed what is available through the Home 

Health program. 

   

  For example, in the CCC Plus Waiver, most technology-assisted patients 

receive 8 hours or more of continuous nursing services at least four times per 

week.   

   

B. Relationship to 

Other Services 

 There are no requirements that other waiver services be or not be received.  

   

C. Who May 

Receive the 

Service 

 An individual must meet the CCC Plus Waiver technology-assisted criteria 

for nursing services.  A Medicaid recipient who qualifies under EPSDT 

(Early & Periodic Screening, Diagnosis & Treatment) to receive private duty 

nursing services may also receive private duty nursing.  
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M1440.204  NUTRITIONAL SUPPLEMENTS 
 

Nutritional Supplements (enteral nutrition products) are provided through DME (durable medical equipment) 

providers for patients who have an identified nutritional risk.  Nutritional supplements are ordered by the 

individual's physician to cover a six-month period and Medicaid payment is authorized by the pre-admission 

screener or DMAS. 

 

M1440.205  PERSONAL EMERGENCY RESPONSE SYSTEM (PERS) 
 

A. What is PERS  PERS is an electronic device that enables certain recipients who are at high 

risk of institutionalization to secure help in an emergency through the use of 

a two-way voice communication system that dials a 24-hour response or 

monitoring center upon activation and via the recipientôs home telephone 

line. PERS may include medication monitoring to remind certain recipients 

at high risk of institutionalization to take their medications at the correct 

dosages and times. 

   

B. Relationship to 

Other Services 

 An individual may receive PERS services in conjunction with agency-

directed or consumer-directed Personal Care or Respite Care services. 

   

C. Who May Receive 

the Service 

 PERS is available only to CCC Plus Waiver recipients who live alone or are 

alone for significant parts of the day, who have no regular caregiver for 

extended periods of time, and who would otherwise require extensive 

routine supervision. 
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Developmental Disabilities Waivers ï Services and Support Options - Effective June 30, 2016 
 
(BI = Building Independence Waiver; FI = Family & Individual Supports Waiver; CL = Community Living Waiver) 

 

 BI  FI  CL  Descri ption 

Employment and Day Options 
Individual Supported Employment V V V Individual Supported Employment services are provided one-on-one by a 

job coach to an individual in an integrated employment or self-

employment situation at or above minimum wage in a job that meets 

personal and career goals. 

Group Supported Employment V V V 
Group Supported Employment services are continuous support provided 

in regular business, industry and community settings to groups of two to 

eight individuals with disabili ties and involves interactions with the 

public and with co-workers without disabili ties. 

Workplace Assistance Services  V V Workplace Assistance services are provided to someone who has 

completed job development and completed or nearly completed job 

placement training but requires more than typical job coach services to 

maintain stabilization in their employment. Workplace Assistance 

services are supplementary to job coach services; the job coach stil l 

provides professional oversight and coaching. 

Community Engagement V V V Community Engagement Services are provided in groups of no more 

than one staff to three individuals. Community Engagement fosters the 

abili ty of the individual to acquire, retain, or improve skil ls necessary to 

build positive social behavior, interpersonal competence, greater 

independence, employability and personal choice necessary to access 

typical activities in community life such as those chosen by the general 

population. These may include community education or training, 

retirement, and volunteer activities. 

Community Coaching V V V Community Coaching is a service designed for individuals who need one 

to one support in order build a specific skil l or set of skills to address a 

particular barrier(s) preventing a person from participating in activities of 

Community Engagement. 

Group Day Services V V V Group Day Services are provided in groups of no more than one staff to 

seven individuals. They provide opportunities for peer interactions, 

community integration, career planning and enhancement of social 

networks.  Supports may also be provided to ensure an individualôs 

health and safety. 

Self-Dir ected Options (*can also be agency-dir ected) 

Consumer-Directed Services Facilitation  V V Services Facili tation assists the individual or the individual's 

famil y/caregiver, or Employer of Record (EOR), as appropriate, in 

arranging for, directing, and managing services provided through the 

consumer-directed model of service delivery. 

CD Personal Assistance Services*  V V Personal assistance services include support with activities of daily 

living, instrumental activities of dail y living, access to the community, 

monitoring of self-administered medications or other medical needs, 

monitoring of health status and physical condition, and work-related 

personal assistance. 

CD Respite*   V V Respite services are specificall y designed to provide temporary, 

substitute care for that which is normall y provided by the family or 

other unpaid, primary caregiver of an individual. Services are provided 

on a short-term basis because of the emergency absence or need for 

routine or periodic relief of the primary caregiver. 
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 BI  FI  CL  Descri ption 

CD Companion*  V V Companion services provide nonmedical care, socialization, or support 

to adults, ages 18 and older. This service is provided in an individual's 

home or at various locations in the community. 

Residential Options 
Independent Living Supports V   Independent Living Supports are provided to adults (18 and older) that 

offers skil l building and support to secure a self-sustaining, independent 

living situation in the community and/or may provide the support 

necessary to maintain those skills. 

Shared Living V V V Shared Living is Medicaid payment for a portion of the total cost of rent, 

food, and utili ties that can be reasonably attributed to a person who has 

no legal responsibility to support the individual and resides in the same 

household as the individual. Parents and spouses are excluded. 

Supported Living  V V Supported Living services take place in an apartment/house setting 

operated by a DBHDS licensed provider and provides óround the clock 

availabili ty of staff services performed by paid staff who have the 

abili ty to respond in a timely manner. These supports enable an 

individual to acquire, retain, or improve skills necessary to reside 

successfully in their home and community. 

In-home Support Services  V V In-Home Support services are residential services that take place in the 

individualôs home, family home, or community settings and typicall y 

supplement the primary care provided by the individual, family or other 

unpaid caregiver. Services are designed to ensure the health, safety and 

welfare of the individual. 

Sponsored Residential   V Sponsored Residential Services take place in a licensed or DBHDS 

authorized sponsored residential home with no more than two 

individuals are supported. They consist of supports that enable an 

individual to acquire, retain, or improve the self-help, socialization, and 

adaptive skil ls necessary to reside successfully in their home and 

community. 
Group Home Residential   V Group Home Residential services are provided across 24 hours 

primaril y in a licensed or approved residence that enables an individual 

to acquire, retain, or improve the self-help, socialization, and adaptive 

skil ls necessary to reside successfully in their home and community. 

Crisis Support Options 
Community-Based Crisis Supports V V V Community-based crisis supports are supports to individuals who may 

have a history of multiple psychiatric hospitalizations; frequent 

medication changes; enhanced staffing required due to mental health or 

behavioral concerns; and/or frequent setting changes.  Supports are 

provided in the individualôs home and community setting. Crisis staff  

work directly with and assist the individual and their current support 

provider or family. These services provide temporary intensive supports 

that avert emergency psychiatric hospitalization or institutional 

placement or prevent other out-of-home placement. 

Center-based Crisis Supports V V V Center-based crisis supports provide long term crisis prevention and 

stabili zation in a residential setting (Crisis Therapeutic Home) through 

utili zation of assessments, close monitoring, and a therapeutic milieu. 

Services are provided through planned and emergency admissions. 

Planned admissions wil l be provided to individuals who are receiving 

ongoing crisis services and need temporary, therapeutic interventions 

outside of their home setting in order to maintain stabili ty. Crisis 

stabili zation admissions wil l be provided to individuals who are 

experiencing an identified behavioral health need and/or a behavioral 

challenge that is preventing them from experiencing stabili ty within their 

home setting. 
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 BI  FI  CL  Descri ption 

Crisis Support Services V V V Crisis support services provide intensive supports by appropriately 

trained staff in the area of crisis prevention, crisis intervention, and crisis 

stabili zation to an individual who may experience an episodic behavioral 

or psychiatric crisis in the community which has the potential to 

jeopardize their current community living situation. This service shall be 

designed to stabilize the individual and strengthen the current living 

situation so the individual can be supported in the community during and 

beyond the crisis period. 

Medical and Behavioral Support Options 
Skilled Nursing  V V Skil led Nursing is part-time or intermittent care that may be 

provided concurrently with other services due to the medical 

nature of the supports provided. These medical services that are 

ordered by a physician, nurse practitioner or physician assistant 

and that are not otherwise available under the State Plan for 

Medical Assistance. 

Private Duty Nursing  V V Private Duty Nursing is individual and continuous care (in contrast to 

part-time or intermittent care) for individuals with a medical condition 

and/or complex health care need, certified by a physician, nurse 

practitioner, or physician assistant as medically necessary to enable the 

individual to remain at home, rather than in a hospital, nursing facili ty or 

Intermediate Care Facili ty for Individuals with Intellectual Disability 

(ICF-ID). 

Therapeutic Consultation  V V Therapeutic consultation services are designed to assist the individual 

and the individual's family/caregiver, as appropriate, with assessments, 

plan design, and teaching for the purpose of assisting the individual 

enrolled in the waiver. This service provides expertise, training, and 

technical assistance in any of the following specialty areas to assist 

family members, caregivers, and other service providers in supporting 

the individual. The specialty areas are: 

(i) psychology, (ii ) behavioral consultation, (iii ) therapeutic recreation, 

(iv) speech and language pathology, (v) occupational therapy, 

(vi) physical therapy, and (vii) rehabilitation engineering. 

Personal Emergency Response System 

(PERS) 
V V V PERS is a service that monitors individualôs safety in their homes, and 

provides access to emergency assistance for medical or environmental 

emergencies through the provision of a two-way voice communication 

system that dials a 24-hour response or monitoring center upon 

activation and via the individuals' home telephone system. While 

medication- monitoring services are also available, medication-

monitoring units must be physician ordered and are not a stand-alone 

service. 
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 BI  FI  CL  Descri ption 

Additional  Options 
Assistive Technology V V V Assistive technology is specialized medical equipment, 

supplies, devices, controls, and appliances, not available 

under the State Plan for Medical Assistance, which enable 

individuals to increase their abilities to perform activities of 

daily living (ADLs), or to perceive, control, or communicate 

with the environment in which they live, or which are 

necessary for li fe support, including the ancillary supplies 

and equipment necessary to the proper functioning of such 

technology. 

Electronic Home-Based Services V V V Electronic Home-Based Services are goods and services 

based on Smart Home© technology.  This includes 

purchases of electronic devices, software, services, and 

supplies not otherwise provided through this waiver or 

through the State Plan, that would allow individuals to 

access technology that can be used in the individualôs 

residence to support greater independence and self-

determination.). 

Environmental Modifications V V V Environmental modifications physical adaptations to the 

individual's primary home, primary vehicle, or work site that 

are necessary to ensure the health and welfare of the 

individual, or that enable the individual to function with 

greater independence. 

Individual and Family/Caregiver Training  V  Training and counseling to individuals, families and 

caregivers to improve supports or educate the individual to 

gain a better understanding of his/her disability or increase 

his/her self-determination/self-advocacy abili ties. 

Transition Services V V V Transition services are nonrecurring set-up expenses for 

individuals who are transitioning from an institution or 

licensed or certified provider- operated living arrangement to 

a living arrangement in a private residence where the person 

is directly responsible for his or her own living expenses. 

 

 

  



 

 

 

 

 

 

 

CHAPTER M14 

LONG-TERM CARE   
SUBCHAPTER 50 

 

TRANSFER OF ASSETS 
 

 

 
  



 

 

 

 

M1450 Changes 

 

 

 

  

Changed With Effective Date Pages Changed 

TN #DMAS-17 7/1/20 Page 45 

TN #DMAS-15 1/1/20 Page 46 

TN #DMAS-14 10/1/19 Pages 19, 41, 42, 46 

TN #DMAS-10 10/1/18 Pages 1, 2 

Appendix 3, page 2 

Page 24a was added back; it 

was inadvertently removed in 

a previous transmittal. 

Page 2a was added as a 

runover page. 

TN #DMAS-9 7/1/18 Page 35-36a, 37-38, 43 

TN #DMAS-7 1/1/18 Page 4, 24, 36, 36a, 37, 41, 42 

Appendix 1, Page 1.   

TN #DMAS-5 7/1/17 Table of Contents 

Pages 13, 35, 41-44 

Page 43a was renumbered. 

Pages 45 and 46 were added 

as runover pages. 

TN #DMAS-3 1/1/17 Pages 30, 40-42, 44 

TN #DMAS-1 6/1/16 Pages 13, 15, 35 

Pages 14 and 16 are runover 

pages. 

TN #100 5/1/15 Table of Contents 

Pages 17-19, 36, 37 

Page 35 is a runover page. 

TN #99 1/1/14 Page 7, 10, 21 

UP #7 6/1/12 Table of Contents 

Pages 37-43 

Page 43a was added. 

TN #96 10/1/11 Table of Contents 

Pages 4-8 

Pages 15, 16, 25, 26 

Pages 31-38 

Page 31a removed. 

TN #95 3/1/11 Pages 4, 24, 32, 36, 37, 37a, 

Pages 39, 42, 43 

TN #94 9/1/10 Table of Contents 

Pages 36-37a, 39-44 

TN #93 1/1/10 Table of Contents 
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M1450.000 TRANSFER OF ASSETS 
 

M1450.001 OVERVIEW 
 

A. Introduction   Individuals who are eligible for Medicaid may NOT be eligible for Medicaid 

payment of long-term care (LTC) services, also referred to as long-term 

services and supports (LTSS), for a specific period of time (penalty period) if 

they or their spouses have transferred assets for less than fair market value 

without receiving adequate compensation.  The asset transfer policy applies 

to all individuals in all types of LTSS:  facility based and community based 

care (CBC), also referred to as home and community based services (HCBS). 

   

B. Policy  The EW must evaluate an asset transfer according to the instructions  

found in the sections below.  The applicable policy rules depend on  

 

¶ when the transfer occurred; 

¶ who transferred the asset; 

¶ to whom the asset was transferred;   

¶ what was transferred.  

 

Information must be obtained from all Medicaid applicants and recipients 

who require LTC services about transfers of both income and resources that 

occurred during the five years before the Medicaid application date.  

Whether the transfer will affect LTC services eligibility depends on: 

 

¶ the date the transfer occurred, 

¶ to whom the asset was transferred, 

¶ the type of asset that was transferred, 

¶ the reason for the transfer, 

¶ the value of the transferred asset 

¶ the amount of compensation received. 
 

M1450.002  LEGAL BASE 
 

A.  Public Law 96-611  This federal law established a transfer of property eligibility rule for the SSI 

program and also permitted states to adopt a transfer eligibility rule for their 

Medicaid programs which could be, in certain respects, more restrictive than 

in SSI or the money payment programs.  The rule adopted by Virginia was 

more restrictive than the SSI rule. 

   

B. Public Law 100-

360 

 Public law 100-360 (The Medicare Catastrophic Coverage Act), enacted on 

July 1, 1988, changed the federal Medicaid law relating to property transfers.  

Further revisions were made by the Family Support Act of 1988 (Welfare 

Reform) Public Law 100-485, enacted on October 13, 1988. 

   

C. Public Law 103-66 

(OBRA) 

 Section 13611 of this federal law, enacted on August 10, 1993, revised 

transfer provisions for the Medicaid Program.  It amended section 1917 of 

the Social Security Act by incorporating in section 1917 new requirements 

for asset transfers and for trusts.   

   

D. Public Law 109-

171 (DRA) 

 The Deficit Reduction Act (DRA) of 2005, enacted on February 8, 2006, 

further revised asset transfer provisions for the Medicaid program.   
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E. The Code of 

Virginia  

 Virginia state law governing the Department of Medical Assistance Services 

(DMAS) and the Medicaid program in Virginia is contained in sections 

32.1-323 through 32.1-330.  It includes a definition of assets, and it states 

that an asset transfer includes a disclaimer of interest(s) in assets.  

 

Section 20-88.01 empowers DMAS to request a court order requiring the  

transferees of property to reimburse Medicaid for expenses Medicaid paid  

on behalf of recipients who transferred property. 

   

F. 2018 

Appropriations 

Act 

 The 2018 Appropriations Act provided funding for New Health Coverage 

Options for Virginia Adults.  Effective January 1, 2019, determination of 

eligibility for adults between the ages of 19-64 without Medicare will be 

evaluated using MAGI income methodology.  Adults eligible under the 

expansion of coverage will be referred to as Modified Adjusted Gross 

Income (MAGI) Adults.  

   

  Individuals in the MAGI Adults covered group are not subject to a resource 

test unless the individual requests Medicaid payment for LTC/LTSS.  The 

resource and home equity requirements for MAGI Adults are contained in 

M1460.  The asset transfer policy contained in this subchapter IS fully 

applicable to the MAGI Adults who are seeking Medicaid payment of LTC 

services.  
 

M1450.003  DEFINITION OF TERMS 
 

A. Adequate 

Compensation 

 For purposes of asset transfer, an individual is considered to have received 

ñadequate compensationò for an asset when the fair market value of the 

asset or greater has been received. 

   

B. Assets  For the purposes of asset transfer, assets are all income and resources of the 

individual and the individualôs spouse, including any income and resources 

to which the individual or the spouse is entitled but does not receive because 

of an action by: 

 

¶ the individual or the spouse, 

¶ any person, including a court or administrative body, with legal 

authority to act in the place of or on behalf of the individual or 

spouse, or 

¶ a person, including a court or administrative body, acting at the 

direction or request of the individual or spouse. 

 

The term ñassetò may also include: 

 

o life estate (life rights) in another individualôs home, and 

o the funds used to purchase a promissory note, loan, or mortgage. 
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C. Asset Transfer  An asset transfer is any action by an individual or other person that reduces 

or eliminates the individualôs ownership or control of an asset(s).  Transfers 

include: 

 

¶ giving away or selling property 

¶ disclaiming an inheritance or not asserting inheritance rights in 

court 

¶ clauses in trusts that stop payments to the individual 

¶ putting money in a trust 

¶ payments from a trust for a purpose other than benefit of the 

individual  

¶ irrevocably waiving pension income 

¶ not accepting or accessing injury settlements 

¶ giving away income during the month it is received 

¶ refusing to take legal action to obtain a court-ordered payment that 

is not being paid, such as alimony or child support 

¶ placement of lien or judgment against individual's property when 

not an "arm's length" transaction (see below)   

¶ other similar actions. 

 

 

  



 

 

Manual Title Chapter Page Revision Date 

Virginia Medical Assistance Eligibility M14 January 2010 
Subchapter Subject Page ending with Page 

M1450.000  TRANSFER OF ASSETS M1450.003 3 
 

  When the placement of a lien or a judgment against an individual's asset is 

not an "arm's length" transaction, it is an uncompensated transfer of assets.  

An arm's length transaction, as defined by Black's Law Dictionary, is a 

transaction negotiated by unrelated parties, each acting in his or her own 

self interest.  When an individual's relative has a lien or judgment against 

the individual's property, the lien or judgment is an asset transfer that must 

be evaluated. 

   

D. Baseline Date  The baseline date is the first date as of which the individual was both 

 

¶ an institutionalized individual (as defined below) AND 

 

¶ a Virginia Medicaid applicant. 

 

When an individual is already a Medicaid recipient and becomes 

institutionalized, the baseline date is the first day of institutionalization. 

   

E. Fair Market Value   Fair market value (FMV) is an estimate of an assetôs value if it were sold 

at the prevailing price at the time it was actually transferred.  Value is based 

on criteria used in determining the value of assets for the purpose of 

determining Medicaid eligibility. 

 

NOTE:  For an asset to be considered transferred for fair market value, or to 

be considered to be transferred for valuable consideration, the compensation 

received for the asset must be in tangible form with intrinsic value.  A 

transfer for love and affection is not considered a transfer for fair market 

value. 

 

Also, while relatives and family members legitimately can be paid for care 

they provide to the individual, it is presumed that services provided for free 

at the time were intended to be provided without compensation.  Thus, a 

transfer to a relative for care provided for free in the past is a transfer of 

assets for less than fair market value.  However, an individual can rebut this 

presumption with tangible evidence that is acceptable.  For example, the 

individual proves that a payback arrangement had been agreed to in writing 

at the time services were provided. 

   

F. Income 

 

 Any monies received by an individual or the individualôs spouse to meet the 

individualôs basic needs for food or shelter, is income.  See subchapter 

M1460 for items that are not income. 

   

G. Institutionalized 

Individual  

 For the purposes of asset transfer, an institutionalized individual  is: 

 

¶ a person who is an inpatient in a nursing  facility; 

 

¶ a person who is an inpatient in a medical institution and for whom 

payment for care is based on a level of care provided in a nursing  

facility. Included are persons in long-stay hospitals (including 

rehabilitation hospitals and rehabilitation units of general hospitals) 

and patients in Virginia Department of Behavioral Health and 

Developmental Services (DBHDS) facilities who 
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  are housed in an area certified as a nursing facility or intermediate 

care facility for the intellectually disabled; or 

   

  ¶ a Medicaid applicant/enrollee who has been screened and approved 

for or is receiving Medicaid community-based care (CBC) waiver 

services, services through the Program of All Inclusive Care for the 

Elderly (PACE) or hospice services. 

   

H. Legally Binding 

Contract 

 Virginia law requires written contracts for the sale of goods (not services) 

valued over $500, and for transactions involving real estate.  Contracts for 

services may be oral. 

   

  To prove a contract is legally binding, the individual must show: 

   

1. Parties Legally 

Competent 

 The parties to the contract were legally competent to enter into the contract.  

(Generally, this excludes (1) individuals declared to have mental incapacity 

or a diminished mental capacity and (2) children less than 18 years of age, 

who may not enter into a contract under Virginia law.  The purpose here is to 

ensure that both parties knew what they were doing when they entered into 

the contract). 

   

2. Valuable 

Consideration 

 ñValuable considerationò is received by each party when the ñadequate 

compensationò requirement for the asset transfer rule is met. 

   

3. Definite 

Contract 

Terms 

 Contract terms are sufficiently definite so that the contract is not void 

because of vagueness.  Payments under contracts with immediate family 

members must be at reasonable rates.  Those rates must be discernable from 

the terms of the contract.  For example, it is not sufficient for a mother to 

agree to give her son all the stocks she owns upon her death in exchange for 

his agreeing to take care of her for an undefined period of time (such a 

contract might have to be written, depending on the value).  The contract 

must set forth the per diem rate, specify a time period, or in some other 

manner establish definable and certain terms. 

   

4. Mutual Assent  Contract terms were agreed to by mutual assent.  Confirm that both parties 

understood and agreed upon the same specific terms of the contract when 

they entered into the contract. 

   

I. Look-Back Date  The look-back date is the date that is 60 months before the first date the 

individual is both (a) an institutionalized individual and (b) has applied for 

Medicaid.  The look-back date is the earliest date on which a penalty for 

transferring assets for less than fair market value can be imposed.  Penalties 

can be imposed for transfers that take place on or after the look-back date.  

Penalties cannot be imposed for transfers that take place before the look-back 

date.   
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J. Look-back Period  The look-back period is the period of time that begins with the look-back 

date and ends with the baseline date.  The look-back period is 60 months.   

   

K . Other Person  Other person means: 
 

¶ the individual's spouse or co-owner of an asset;  

   

  ¶ a person, including a court or administrative body, with legal 

authority to act in place of or on behalf of the individual or the 

individual's spouse; and 

   

  ¶ a person, including a court or administrative body, acting at the 

direction, or upon the request, of the individual or the individual's 

spouse. 

   

L. Payment 

Foreclosed 

 Payment to any individual from an irrevocable trust that is not for the benefit 

of the individual for whom the trust was created is an uncompensated 

transfer of assets.  See M1140.404 B. 4. c. for information regarding when a 

trust is foreclosed.  

   

M. Penalty Period  The penalty period is the period of time during which Medicaid payment for 

LTC services is denied because of a transfer of assets for less than market 

value.  The length of the penalty period is based on the value of the 

uncompensated transfer of assets and the average cost of nursing facility care 

in Virginia.   

   

N. Property/ 

Resources 

 ñPropertyò and ñresourcesò both refer to real and personal property legally 

available to the individual or the individual's spouse. 
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O.  Uncompensated 

Value  

 The uncompensated value is the amount of an assetôs fair market value that 

was not or will not be received as a result of the asset transfer.   

 

The uncompensated value for real property  at the time of transfer is: 

   

  ¶ the difference between the assetôs FMV and the Gross Amount Due 
to Seller, when the lien/other encumbrance against the asset is 

satisfied from the sellerôs proceeds, or  

   

  ¶ the difference between the assetôs equity value (FMV minus the lien) 
and the Gross Amount Due to Seller, when the lien is assumed by the 

buyer.  Refer to examples in M1450.610 H. 

   

P. Undue Hardship    An undue hardship exists when the imposition of a penalty period would 

deprive the individual of medical care such that his health or his life would be 

endangered or be deprived of food, clothing, shelter, or other necessities of 

life. 

 

M1450.004 TRANSFER OF ASSETS FLOW CHART   
 

The flow chart below illustrates when an asset transfer penalty period is required. 

 

Transfer of Assets Flow Chart 

 

  

YES.  There is no 

penalty period 
 

NO.  Was the transfer made within 60 months 

of application for Medicaid? 

NO.  There is no 

penalty period. 

YES.  Calculate the 

penalty period per 

M1450.630. 

Does the transfer meet any of the criteria for transfers that do not cause a penalty per 

policy in M1450.400? 



 

 

Manual Title Chapter Page Revision Date 

Virginia Medical Assistance Eligibility M14 January 2014 
Subchapter Subject Page ending with Page 

M1450.000  TRANSFER OF ASSETS M1450.200 7 

 

M1450.100  RESERVED 
 

M1450.200  POLICY PRINCIPLES 
 

A. Policy  An institutionalized individual who transfers (or has transferred), or whose 

spouse transfers or has transferred, an asset in ways not allowed by policy is 

not eligible for Medicaid payment of long-term care services.  The DRA 

established new policy for evaluating transfers made on or after February 8, 

2006.  The look-back period for all transfers is 60 months; there is no 

distinction between transfers involving trusts and other transfers.   

   
B. Procedures  When a Medicaid enrollee is institutionalized, review the individualôs 

eligibility to determine if an asset transfer occurred within the 60 months 

prior to institutionalization.  When a Medicaid applicant reports an asset 

transfer, or the worker discovers a transfer, determine if the transfer occurred 

within 60 months prior to the month in which the individual is both 

institutionalized and a Medicaid applicant/enrollee. 

   
1. All Transfers   Determine if any assets of the individual or the individualôs spouse were 

transferred during the 60 months (the ñlook-back periodò) prior to the first 

date on which the individual was both an institutionalized individual and a 

Medicaid applicant/enrollee. 

   
2. Determine 

Effect 
 If an asset was transferred during the look-back periods specified above, 

determine if the transfer affects eligibility for LTC servicesô payment, using 

sections M1450.300 through M1450.550 below. 

   

  If the transfer affects eligibility and was for less than market value, determine 

the uncompensated value (M1450.610) and establish a penalty period (period 

of ineligibility for Medicaid payment of LTC services, M1450.630). 
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M1450.300  ASSETS THAT ARE NOT RESOURCES FOR TRANSFER 

RULE  

 

A. Policy  The assets listed in this section are NOT resources for asset transfer 

purposes. Therefore, the transfer of any of the assets listed in this section 

does NOT affect eligibility for Medicaid payment of LTC services. 

   

B. Personal Effects 

and Household 

Items 

 A transfer of personal effects or household items does not affect eligibility. 

   

C. Certain Vehicles  The transfer of a vehicle that meets the following requirements does not 

affect Medicaid payment for LTC services: 

   

  ¶ a vehicle used by the applicant/enrollee to obtain medical treatment. 

   

  ¶ a vehicle used by the applicant/enrollee for employment. 

   

  ¶ a vehicle especially equipped for a disabled applicant or enrollee. 

   

  ¶ a vehicle necessary because of climate, terrain, distance, or similar 

factors to provide necessary transportation to perform essential daily 

activities. 

   

  If the vehicle was not used as provided above at the time of transfer, $4,500 

of the trade-in value of the vehicle used for basic transportation is excluded.  

Any value in excess of $4,500 must be evaluated as an asset transfer. 
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D. Property Essential 

to Self Support 

 The transfer of property essential to the institutionalized individual's self-

support (tools, equipment, etc. used by the individual to produce income), 

including up to $6,000 equity in income-producing real property(ies) owned 

by the applicant/recipient, does not affect eligibility for LTC servicesô 

payment. 
 

To be income-producing, the property(ies) must usually have a net annual 

return that is:   
 

¶ 6% of the equity, if the equity is $6,000 or less or 
 

¶ $360 if the equity is more than $6,000.   
 

If an unusual circumstance caused a temporary reduction in the net annual 

return and the net annual return is expected to meet the requirements the 

following year, the property is still considered income-producing. 

   

E. Resources Under 

PASS 

 Transfer of resources specifically designated for a disabled or blind SSI 

recipientôs plan of self-support (PASS), as determined by SSI, does not affect 

eligibility for LTC servicesô payment.   

 

   

F. Certain Life 

Insurance 

 Transfer of term or group insurance that has no cash value, or transfer of life 

insurance with a total face value of $1,500 or less (total of all policies) on an 

individual, does not affect eligibility for LTC servicesô payment.  Life 

insurance includes policies that presently do not have a cash value but will 

have a cash value in the future. 

   

G. Certain Cash and 

In-kind Items 

 Transfer of cash or in-kind items received to replace/repair lost, damaged, or 

stolen exempted resources (see M1130.630) does not affect eligibility for LTC 

servicesô payment. 

   

H. Burial Spaces or 

Plots 

 Transfer of burial spaces or plots held for the use of the individual, the 

individual's spouse, or the individual's immediate family does not affect 

eligibility for LTC servicesô payment. 

   

I. Excluded Burial 

Funds 

 Transfer of up to $1,500 in resources excluded under the burial fund exclusion 

policy does not affect eligibility for LTC servicesô payment. 

   

J. Cash to Purchase 

Medical/Social 

Services 

 Transfer of cash received from a governmental or nongovernmental program 

to purchase medical care or social services does not affect eligibility for LTC 

servicesô payment IF the cash was transferred in the receipt month or the 

month following the receipt month. 

   

K. Alaskan Nativesô 

Stock 

 Transfer of certain shares of stock held by Alaskan natives does not affect 

eligibility for LTC servicesô payment. 

   

L. Other Assets That 

Are Not Resources 

 The transfer of the following resources, if they have been kept separate 

from other resources, do not affect eligibility for LTC servicesô payment: 

 

¶ Payments from the Uniform Relocation Assistance and Real Property 

Acquisition Policies Act of 1970. 
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  ¶ Payments from sections 25-239, 25-240, and 25-241 of the Code of 

Virginia for relocation assistance. 
 

¶ Payments from sections 404(g) and 418 of the Domestic Volunteer 

Service Act of 1973. 
 

¶ Retroactive Supplemental Security Income and/or retroactive Social 

Security payments for nine (9) months after the month of receipt of 

the payment(s). 
 

¶ Retained disaster assistance. 
 

M1450.400  TRANSFERS THAT DO NOT AFFECT ELIGIBILITY  
 

A. Policy  An asset transfer does NOT affect eligibility for Medicaid payment of LTC 

services if the transfer meets the following criteria: 
 

¶ the transfer(s) of assets was made for reasons exclusive of 

becoming or remaining eligible for Medicaid payment of LTC 

services (M1450.400 B), 
 

¶ the individual received adequate compensation for the asset(s), or 

 

¶ the asset transfer meets the criteria in either section B, C or D 

below. 
 
If the transfer does not meet the criteria in this section, see section 

1450.500 below to evaluate the asset transfer. 

   
B. Reason Exclusive of 

Becoming or 

Remaining Medicaid 

Eligible 

 Assume that when an institutionalized individual or his community spouse 

has transferred assets for less than the CMV during the look back period, 

the transfer is subject to a penalty period.  During this penalty period, 

Medicaid will not pay for LTC services.  The institutionalized individual 

must be given the opportunity to rebut this assumption by showing 

satisfactorily that he intended to receive CMV or that the reason for the 

transfer of assets was exclusively for a purpose other than to qualify for 

Medicaid. 

   

  The individual must provide convincing and objective evidence showing 

that there was no reason to believe that Medicaid payment of LTC services 

might be needed.  The fact the individual had not yet applied for Medicaid, 

had not been admitted to an institution or was not aware of the asset 

transfer provisions does not meet the evidence requirement.  The sudden 

loss of income or assets, the sudden onset of a disabling condition or 

personal injury may provide convincing evidence. 

   

  The individual must provide evidence that other assets were available at 

the time of transfer to meet current and expected needs of that individual, 

including the cost of nursing home or other medical institutional care. 
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C. Home Property 

Transferred to 

Certain Individual s 

 Transfer of the individualôs home, whether it was excluded or not 

excluded at the time of transfer, does NOT affect eligibility for LTC 

servicesô payment when the home property is transferred to one or more 

of the individuals listed below. 
   

1. Spouse, Minor 

Child, 

Disabled/Blind 

Child  

 The transfer of the home property does not affect eligibility when 

transferred to the individual's  
 

¶ spouse, 

¶ child(ren) under age 21 years, or 

¶ child(ren) of any age who is blind or disabled as defined by SSI or 

Medicaid. 
   

2. Sibling  The transfer of the home property does not affect eligibility when 

transferred to the individual's sibling or half-sibling (not step-sibling) 

who: 
 

¶ has an equity interest in the home, and 
 

¶ who resided in the individual's home for at least one year 

immediately before the date the individual became an 

institutionalized individual. 
   

3. Adult Child   The transfer of the home property does not affect eligibility when 

transferred to the individual's son or daughter (not including step-child) 

who resided in the home for at least two years immediately before the date 

the individual became an institutionalized individual, and all of the criteria 

listed in items a. through d. below are met.  
   

a. Provided 

Care for 2 

Years 

 The individualôs son or daughter must have been providing care to the 

individual during the entire two-year period which permitted the 

individual to reside at home rather than in a medical institution or nursing 

facility. 
   

b. Physician's 

Statement 

 The individual or his/her representative must provide a statement from 

his/her treating physician which states 
 

¶ the individual's physical and/or mental condition during this two-

year period,  
 

¶ why the individual needed personal and/or home health care 

during this period, and  
 

¶ the specific personal/home health care service needs of the 

individual. 
   

c. Statement of 

Services 

Provided 

 The son or daughter must provide a statement showing:   
 

1) the specific services and care he/she provided to the individual 

during the entire two years; 
 

2) how many hours per day he/she provided the service or care;  
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  3) whether he/she worked outside the home or worked from the home 

during this period; how the individual's needs were taken care of 

while he/she worked; and 
 

4) if the son or daughter paid someone to actually give the care to the 

individual, who was paid, the rate of pay, the specific services, and 

the length of time the services were provided. 

   

d. Third Party 

Statement 

 The individual or his/her representative must provide an objective statement 

from a third party(ies) who had knowledge of the individual's condition and 

his/her living and care arrangements during this period which corroborates 

the son or daughter's statement.  The statement must specify the care/services 

the son or daughter provided and who cared for the individual when the son 

or daughter was not at home. 

   

D. Transfer to Certain 

Individuals or 

Trusts 

 Transfer of any asset 
 

¶ to the individual's spouse or to another person for the sole benefit of 

the individual's spouse; 
 

¶ to another individual by the spouse for the sole benefit of the spouse; 
 

¶ to the individual's child under 21 or child of any age who is blind or 

disabled as defined by SSI or Medicaid; 

   
  ¶ to a trust that is established solely for the benefit of the individual's 

 

1) child under age 21, or 
 

2) child of any age who is blind or disabled as defined by SSI or 

Medicaid when the trust meets the conditions in M1120.202; 
 

¶ to a trust established solely for the benefit of an individual under 65 

who is disabled as defined by SSI or Medicaid, when the trust meets 

the conditions in M1120.202; 
 

does not affect eligibility for Medicaid payment of LTC services. 

   
1. For the Sole 

Benefit of 

Spouse, 

Blind/disabled  

  Child, or  

  Disabled  

  Individual  

 A transfer is for the sole benefit of a spouse, blind or disabled child or a 

disabled individual if the transfer is arranged in such a way that no individual 

or entity except the spouse, blind or disabled child or a disabled individual 

can benefit from the assets transferred in any way, whether at the time of 

transfer or at any time in the future.  Similarly, a trust is established for the 

sole benefit of a spouse, blind or disabled child or a disabled individual if no 

one but the spouse, blind or disabled child or disabled individual can benefit 

from the assets in the trust, whether at the time of transfer or at any time in 

the future. 

   

  In order to be for the sole benefit of one of these individuals, the instrument 

or document must provide for the spending of the trust funds for the benefit 

of the individual that is actuarially sound based on the life expectancy of the 

individual involved.  When the instrument or document does not so provide, 

any potential exemption from penalty or consideration for eligibility 

purposes is void.  Exception: trusts established for disabled individuals, as 

described in M1120.202. 
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  However, the trust may provide for reasonable compensation for a trustee(s) 

to manage the trust, as well as for reasonable costs associated with investing 

or otherwise managing the funds or property in the trust.  In defining what is 

reasonable compensation, consider the amount of time and effort involved in 

managing a trust of the size involved, as well as the prevailing rate of 

compensation, if any, for managing a trust of similar size and complexity.  

   

2. Not for the Sole 

Benefit of 

Spouse, 

Blind/disabled 

Child, or 

Disabled 

Individual  

 A transfer, transfer instrument, or trust that provides for funds or property to 

pass to a beneficiary who is NOT the spouse, a blind or disabled child or a 

disabled individual, is NOT considered established for the sole benefit of one 

of these individuals.  Thus, the establishment of such a trust is a transfer of 

assets that affects eligibility for Medicaid payment of LTC services. 

   

3. Trusts for 

Disabled 

Individuals 

Under Which 

the State Is 

Beneficiary  

 Trusts established for disabled individuals, as described in M1120.202, do not 

have to provide for an actuarially sound spending of the trust funds for the 

benefit of the individual involved.  However, under these trusts, the trust 

instrument must provide that any funds remaining in the trust upon the death 

of the individual must go to the state, up to the amount of Medicaid benefits 

paid on the individualôs behalf.  

   

  The trust does not have to provide for an actuarially sound spending of the 

trust funds for the benefit of the individual involved when: 

 

*  the trust instrument designates the state as the recipient of funds from the 

trust, and 

 

*  the trust requirements in M1120.202 require that the trust be for the sole 

benefit of an individual. 
 

The trust may also provide for disbursal of funds to other beneficiaries 

provided that the trust does not permit such disbursals until the stateôs claim is 

satisfied.  ñPooledò trusts may provide that the trust can retain a certain 

percentage of the funds in the trust account upon the death of the beneficiary. 

   

4. Cross-reference  If the trust is not for the sole benefit of the individual's spouse, blind or 

disabled child or a disabled individual, and it does not meet the criteria in item 

M1450.400 D.3 above, go to M1450.550 to determine if the transfer of assets 

into the trust affects Medicaid payment for LTC services. 

 

NOTE:  Evaluate the trust to determine if it is a resource.  See M1120.200, 

M1120.201 and M1120.202. 

   

E.    Other Asset 

Transfers 
 For asset transfers other than those described in sections M1450.400 B and 

C, the transfer does not affect eligibility for Medicaid payment of LTC 

services if the individual shows that he intended to receive or received 

adequate compensation for the asset.  To show intent to receive adequate 

compensation, the individual must provide objective evidence according to 

items 1 through 3 below, and provide evidence that the transfer was made for 

reasons exclusive of becoming or remaining eligible for Medicaid payment of 

LTC services. 
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1. Evidence of 

Reasonable 

Effort to Sell 

 The individual must provide objective evidence for real property that he/she 

made an initial and continuing reasonable effort to sell the property.  See 

M1130.140. 
   

2. Evidence of 

Legally 

Binding 

Contract 

 The individual must provide objective evidence that he/she made a legally 

binding contract (as defined in M1450.003 above) that provided for his/her 

receipt of adequate compensation in a specified form (goods, services, money, 

etc.) in exchange for the transferred asset. 

 

If the goods received include term life insurance, see M1450.510 below.  
   

3. Irrevocable 

Burial Trust  

 The individual must provide objective evidence that the asset was transferred 

into an irrevocable burial trust.  The trust is NOT compensation for the 

transferred money unless the individual provides objective evidence that all the 

funds in the trust will be used to pay for identifiable funeral services. 
 

Objective evidence is the contract with the funeral home which lists funeral 

items and services and the price of each, when the total price of all items and 

services equals the amount of funds in the irrevocable burial trust. 
   

  NOTE:  Evaluate the trust to determine if it is a resource.  See M1120.200, 

M1120.201 and M1120.202.   
   

F. Post-Eligibility 

Transfers by the 

Community 

Spouse 

 Post-eligibility transfers of resources owned by the community spouse 

(institutionalized spouse has no ownership interest) do not affect the 

institutionalized spouseôs continued eligibility for Medicaid payment of LTC 

services.  
 

Exception:  The purchase of annuity by the community spouse on or after 

February 8, 2006 may be treated as an uncompensated transfer.  See G. below. 
   

G. Purchase of an 

Annuity by 

Community 

Spouse 

 For applications made on or after July 1, 2006, an annuity purchased by the 

community spouse on or after February 8, 2006, will be treated as an 

uncompensated transfer unless: 
 

*  the state is named as the remainder beneficiary in the first position for at 

least the total amount of medical assistance paid on behalf of the annuitant; or 
 

*  the state is named the remainder beneficiary in the second position after the 

community spouse or minor or disabled child.  If the spouse or the 

representative of a minor or disabled child disposes of any remainder for less 

than fair market value, the state must be named in the first position. 
   

H. Transfers Made on 

or After February 

8, 2006 with 

Cumulative Value 

Less Than or 

Equal to $4,000 

 The policy in this subsection applies to actions taken on applications, 

renewals or changes on or after July 1, 2006 for transfers made on or after 

February 8, 2006. 
 

Asset transfers made on or after February 8, 2006 that have a total cumulative 

value of less than or equal to $1,000 per calendar year will not be considered a 

transfer for less than fair market value and no penalty period will be calculated. 
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  Assets transferred on or after February 8, 2006, that have a total cumulative value of 

more than $1,000 but less than or equal to $4,000 per calendar year may not be 

considered a transfer for less than fair market value if documentation is provided 

that such transfers follow a pattern that existed for at least three years prior to 

applying for Medicaid payment of LTC services.  Christmas gifts, birthday gifts, 

graduation gifts, wedding gifts, etc. meet the criteria for following a pattern that 

existed prior to applying for Medicaid payment of LTC services. 
   

I. LTC Partnership 

Policy 

 The value of assets transferred that were disregarded as a result of an LTC 

Partnership Policy does not affect an individualôs eligibility for Medicaid payment 

of LTC services.  See M1460.160 for more information about LTC Partnership 

Policies. 
   

J. Return of Asset  The transfer of an asset for less than fair market value does not affect eligibility for 

Medicaid LTC servicesô payment if the asset has been returned to the individual. 
   

K. Home Foreclosure  The repossession and/or sale of a home by the mortgage lender for less than fair 

market value due to foreclosure is not evaluated as an uncompensated transfer.  

Documentation of the foreclosure must be retained in the case record.  
   

L. Court-ordered or 

Approved Sale 

 When property is ordered to be sold at a judicial sale or when a court has 

approved the sale of property for less than FMV, the sale is considered a 

compensated transfer.  The individual or guardian must provide documentation of 

the court order for the sale and any other documentation needed to verify the sale 

of the property. 

   
M. Transfer of 

Income Tax 

Refund or 

Advance Payment 

Received After 

December 31, 2009 

but Before 

January 1, 2013 

 Under Section 728 of the Tax Relief, Unemployment Insurance Reauthorization 

and Job Creation Act of 2010 (P.L. 111-312, the transfer of an income tax refund 

or advance payment received after December 31, 2009 but Before January 1, 2013, 

to another individual or to a trust does NOT affect eligibility for Medicaid payment 

of LTC services.  If the funds are given away or placed in a trust, other than a trust 

established for a disabled individual (see M1120.202), after the end of the exempt 

period, the transfer is subject to a transfer penalty or being counted under the 

Medicaid trust provisions, as applicable. 
 

M1450.500 TRANSFERS THAT AFFECT ELIGIBILITY  
 

A. Policy  If an asset transfer does not meet the criteria in sections M1450.300 or M1450.400, 

the transfer will be considered to have been completed for reasons of becoming or 

remaining eligible for Medicaid payment of LTC services, unless evidence has been 

provided to the contrary. 
   

  Asset transfers that affect eligibility for Medicaid LTC services payment include, 

but are not limited to, transfers of the following assets: 
   

  ¶ cash, bank accounts, savings certificates, 

  ¶ stocks or bonds, 

  ¶ resources over $1,500 that are excluded under the burial fund exclusion 

policy, 

  ¶ cash value of life insurance when the total face values of all policies owned 

on an individual exceed $1,500 

  ¶ interests in real property, including mineral rights, 

  ¶ rights to inherited real or personal property or income. 
   

B. Procedures  Use the following sections to evaluate an asset transfer: 
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  ¶ M1450.510 for a purchase of term life insurance. 

¶ M1450.520 for a purchase of an annuity before February 8, 2006. 

¶ M1450.530 for a purchase of an annuity on or after February 8, 2006. 

¶ M1450.540 for promissory notes, loans, or mortgages. 

¶ M1450.550 for a transfer of assets into or from a trust. 

¶ M1450.560 for a transfer of income. 
 

M1450.510  PURCHASE OF TERM LIFE INSURANCE 
 

A. Policy  The purchase of any term life insurance after April 7, 1993, except term life 

insurance that funds a pre-need funeral under section 54.1-2820 of the Code of 

Virginia, is an uncompensated transfer for less than fair market value if the term 

insuranceôs benefit payable at death does not equal or exceed twice the sum of 

all premiums paid for the policy. 

B. Procedures   
   

1. Policy Funds 

Pre-need 

Funeral 

 Determine the purpose of the term insurance policy by reviewing the policy.  If 

the policy language specifies that the death benefits shall be used to purchase 

burial space items or funeral services, then the purchase of the policy is a 

compensated transfer of funds and does not affect eligibility. 
   

  However, any benefits paid under such policy in excess of the actual funeral 

expenses are subject to recovery by the Department of Medical Assistance 

Services for Medicaid payments made on behalf of the deceased insured Medicaid 

enrollee. 
   

2. Policy Funds 

Irrevocable 

Trust  

 Since an irrevocable trust for burial i s not a pre-need funeral, the purchase of 

a term life insurance policy(ies) used to fund an irrevocable trust is an 

uncompensated transfer of assets for less than fair market value. 
   

3. Determine If 

Transfer Is 

Uncompen-

sated 

 

 When the term life insurance policy does not fund a pre-need funeral, determine if 

the purchase of the term insurance policy is an uncompensated transfer: 
 

a. Determine the benefit payable at death.  The face value of the policy is the 

ñbenefit payable at death.ò 
 

b. From the insurance company, obtain the sum of all premium(s) paid on the 

policy; multiply this sum by 2.  The result is ñtwice the premium.ò 
 

c. Compare the result to the term insurance policyôs face value. 
 

1) If the term insuranceôs face value equals or exceeds the result (twice the 

premium), the purchase of the policy is a transfer for fair market value 

and does not affect eligibility. 
   

  2) If the term insuranceôs face value is less than the result (twice the 

premium), the purchase of the policy is an uncompensated transfer for less 

than fair market value.  Determine a penalty period per M1450.620 or 

M1450.630 below. 
   

  EXAMPLE #1:   Mr. C. uses $5,000 from his checking account to purchase a 

$5,000 face value term life insurance policy on August 13, 1995.  Since the policy 

was purchased after April 7, 1993, and $5,000 (benefit payable on death) is not 

twice the $5,000 premium, the purchase is an uncompensated transfer.  The 

uncompensated value and the penalty period for Medicaid payment of long-term 

care services must be determined. 
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M1450.520  PURCHASE OF ANNUITY  
 

A. Introduction   An annuity is a sum paid yearly or at other specific times in return for the 

payment of a fixed sum.  Annuities may be purchased by an individual or 

by an employer.  For Medicaid purposes, an annuity is a contract reflecting 

payment to an insurance company, bank or other registered or licensed 

entity by which one receives fixed, non variable payments on an 

investment for a lifetime or a specified number of years. 

 

Although usually purchased to provide a source of income for retirement, 

annuities are sometimes used to shelter assets so that the individuals 

purchasing them can become eligible for Medicaid.  To avoid penalizing 

individuals who validly purchased annuities as part of a retirement plan, 

determine the ultimate purpose of the annuity, i.e., whether the annuity 

purchase is a transfer of assets for less than fair market value. 

   

B. Policy  All annuities purchased by an applicant/recipient or his spouse must be 

declared on the Medicaid application or renewal form.  Annuities 

purchased by either the institutionalized individual or the community 

spouse must be evaluated even after initial eligibility as an LTC recipient 

has been established.  In addition to determining if the annuity is a 

countable resource, the eligibility worker must evaluate the purchase of the 

annuity to determine if it is a compensated transfer.   
 

The following rules apply to the purchase of an annuity: 

   

1. Purchased by 

Institutionalized 

Individual or 

Community 

Spouse  

 An annuity purchased by the institutionalized individual or the community 

spouse will be treated as an uncompensated transfer unless: 
 

*  the state is named as the remainder beneficiary in the first position for 

at least the total amount of medical assistance paid on behalf of the 

institutionalized individual; or 
 

*  the state is named the remainder beneficiary in the second position 

after the community spouse or minor or disabled child.  If the spouse or the 

representative of a minor or disabled child disposes of any remainder for 

less than fair market value, the state must be named in the first position. 

   

2. Purchased by 

Institutionalized 

Individual  

 An annuity purchased by the institutionalized individual will be considered 

an uncompensated transfer unless: 
 

a. the annuity is described in one of the following subsections of section 

408 of the Internal Revenue Service (IRS) Code:   
 

¶ individual retirement account,  

¶ accounts established by employers and certain associations of 

employees, 

¶ simple retirement accounts; or 
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  b. the annuity is a simplified employee pension (within the meaning of 

section 408(k) of the IRS Code; or a Roth Individual Retirement 

Account (IRA); or 

   

  c. the annuity is: 

 

¶ irrevocable and non-assignable; 

 

¶ actuarially sound (see M1450.520 C); and 

 

¶ provides for equal payments with no deferral and no balloon 

payments. 

   

C. Procedures   

   

1. Determine If 

Actuarially 

Sound 

 Determine if the annuity is actuarially sound.  Use the Life Expectancy 

Table in M1450, Appendix 2: 

 

a.   Find the individualôs age at the time the annuity was purchased in the 
ñAgeò column for the individualôs gender (ñMaleò or ñFemaleò). 

 

b. The corresponding number in the ñLife Expectancyò column is the 

average number of years of expected life remaining for the individual. 

   

  c. Compare the life expectancy number to the life of the annuity (the 

period of time over which the annuity benefits will be paid). 

   

  d. When the average number of years of expected life remaining for the 

individual (the ñlife expectancyò number in the table) equals or 

exceeds the life of the annuity, the annuity is actuarially sound.  When 

the annuity is actuarially sound, the purchase of the annuity is a 

compensated transfer for fair market value and does not affect 

eligibility. 

 

e. When the average number of years of expected life remaining for the 

individual (the ñlife expectancyò number in the table) is less than the 

life of the annuity, the annuity is NOT actuarially sound.  The annuity 

purchase is a transfer for less than fair market value.  The transfer 

occurred at the time the annuity was purchased. 

 

f. When the annuity is not actuarially sound, determine the 

uncompensated value and the penalty period (sections M1450.610 and 

M1450.620 below). 
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  EXAMPLE #2:   

 

A man at age 65 purchases a $10,000 annuity to be paid over the course of 10 

years.  His life expectancy according to the table is 15.52 years.  Thus, the 

annuity is actuarially sound; the purchase of the annuity is a compensated 

transfer for fair market value and does not affect eligibility for LTSS services 

payment. 

   

  EXAMPLE #3 :  

 

A man at age 80 purchases the same $10,000 annuity to be paid over the 

course of 10 years.  His life expectancy according to the table is only 7.16 

years.  The annuity is not actuarially sound.  The purchase of the annuity is a 

transfer for less than fair market value. 

   

3. Send Copy to 

DMAS 

 A copy of the annuity agreement must be sent to: 

 

 DMAS, Eligibility & Enrollment Services Division  

 600 East Broad Street, Suite 1300 

 Richmond, Virginia  23219 

   

4. Maintain Copy 

of Annuity  

 The copy must be maintained by DMAS until the terms of the annuity have 

expired.  A copy of the annuity must also be maintained in agencyôs case 

record. 
 

M1450.530  RESERVED 

 

M1450.540  PURCHASE OF A PROMISSORY NOTE, LOAN, OR 

MORTGAGE ON OR AFTER FEBRUARY 8, 2006 
 
A. Introduction   This policy applies to the purchase of a promissory note, loan, or mortgage 

on or after February 8, 2006.  Subchapter S1140.300 contains explanations of 

promissory notes, loans, and mortgages.  

   

B. Policy  Funds used to purchase a promissory note, loan, or mortgage on or after 

February 8, 2006, must be evaluated as an uncompensated transfer unless the 

note, loan, or mortgage: 

 

¶ has a repayment term that is actuarially sound (see M1450.520), 

¶ provides for payments to be made in equal amounts during the term of 

the loan with no deferral and no balloon payments, and 

¶ prohibits the cancellation of the balance upon the death of the lender. 

   

C. Uncompensated 

Amount 

 If the promissory note, loan, or mortgage does not meet the above criteria, 

the uncompensated amount is the outstanding balance as of the date of the 

individualôs application for Medicaid. 

 

Note:  The countable value as a resource is the outstanding principal balance 

for the month in which a determination is being made. 
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M1450.545 TRANSFERS INVOLVING LIFE ESTATES 
 

A. Introduction   This policy applies to the purchase of a life estate on or after February 8, 

2006.   
   

B. Policy   Funds used to purchase a life estate in another individualôs home on or after 

February 8, 2006, must be evaluated as an uncompensated transfer unless the 

purchaser resides in the home for at least 12 consecutive months.  If the 

purchaser resides in the home for less than 12 consecutive months, the entire 

purchase amount will be considered a transfer for less than fair market value. 
 

For Medicaid purposes, the purchase of a life estate is said to have occurred 

when an individual acquires or retains a life estate as a result of a single 

purchase transaction or a series of financial and real estate transactions.  
 

M1450.550 TRANSFERS INVOLVING TRUSTS  
 

A. Introduction   A transfer of assets into or from a trust may be a transfer of assets for less 

than market value.  See M1120.200 for trust resource policy, definitions 

pertaining to trusts, and for instructions for determining if the trust is a 

resource. 

B. Revocable Trust   
   

1. Transfer Into 

Revocable 

Trust  

 A transfer of assets into a revocable trust does not affect eligibility because 

the entire principal of a revocable trust is an available resource to the 

individual. 
   

2. Payments From 

a Revocable 

Trust  

 Any payments from the revocable trust which are made to or for the benefit 

of the individual are counted as income to the individual and are not 

transfers for less than market value. 
 

Any payments from the revocable trust's principal or income which are 

NOT made to or for the benefit of the individual are assets transferred for 

less than fair market value.   
   

3. Look-back Date  The look-back date is 60 months for assets transferred (payments made) 

from  a revocable trust. 
 

EXAMPLE #4:  Mr. B established a revocable trust with a principal of 

$100,000 on March 1, 1994.  He enters a nursing facility on November 15, 

1997, and applies for Medicaid on February 15, 1998.  The trustee has 

complete discretion in disbursing funds from the trust.  Each month, the 

trustee disburses $100 to Mr. B and $500 to a property management firm for 

the upkeep of Mr. Bôs home.  On June 14, 1994, the trustee gave $50,000 of 

the trust principal to Mr. Bôs brother. 
 

The $100 and $500 payments are counted as income to Mr. B.  Because the 

trust is revocable, the entire principal is a resource to Mr. B.  Because the 

trustee gave $50,000 away, the countable value of the trust is the remaining 

$50,000.  The transfer of the $50,000 to Mr. Bôs brother is a transfer for less 

than fair market value.  The look-back date is February 15, 1993, which is 

60 months prior to February 15, 1998, the date Mr. B was both in an 

institution and applied for Medicaid.  The transfer occurred on June 14, 

1994 which is after the look-back date.  The uncompensated value is 

$50,000.  The penalty  
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  date is June 1, 1994, the first day of the month in which the transfer 

occurred.  The penalty period is 19 months beginning June 1, 1994. 
   

C. Irrevocable Trust  A transfer of funds into an irrevocable trust and a transfer of funds from  an 

irrevocable trust MAY be asset transfers for less than fair market value, 

depending on whether the terms of the trust 
 

*  allow for payments to or for the benefit of the individual, OR 
 

*  do not allow for payments to or for the benefit of the individual. 
   

1. When Payment to 

Individual Is 

Allowed 

 When the trust allows for circumstances under which payment can be made 

to or for the benefit of the individual from all or a portion of the trust,  
 

1)  the portion of the trust principal that could be paid to or for the 

benefit of the individual is a resource available to the individual; 
 

2)  income (produced by the trust principal), which could be paid to or 

for the benefit of the individual, is a resource available to the 

individual; 
   

  3)  payments from the trust income or principal, which are made to or 

for the benefit of the individual, are counted as income to the 

individual; 
 

4)  payments from income or from the trust principal which are NOT 

made to or for the benefit of the individual are assets transferred for 

less than fair market value. 
   

a. Transfer 

Into Trust  
 A transfer of assets into an irrevocable trust that allows for payment to or 

for the benefit of the individual does NOT affect eligibility because the 

irrevocable trust is a resource to the individual. 
   

b. Payments 

From Trust  
 Payments from income or from the trust principal which are made to or for 

the benefit of the individual are counted as income. 
 

Payments from income or from the trust principal which are NOT made to 

or for the benefit of the individual are assets transferred for less than fair 

market value. 
 

The date the transfer occurs is the date that the payment to the individual 

was foreclosed (the date the payment was paid to another person not for the 

benefit of the individual). 

   
c. Look-back 

Date When 

Payment to 

Individual 

Is Allowed 

 The look-back date is 60 months for assets transferred from an irrevocable 

trust under which some payment can be made to or for the benefit of the 

individual. 
 

EXAMPLE #5:   Mr. C established an irrevocable trust with a principal of 

$100,000 on March 1, 1994.  He enters a nursing facility on November 15, 

1997, and applies for Medicaid on February 15, 1998.  The trustee has 

discretion to disburse the entire principal of the trust and all income from 

the trust to anyone, including Mr. C, the grantor.  Each month, the trustee  
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  disburses $100 to Mr. C and $500 to a property management firm for the 

upkeep of Mr. Côs home.  On June 14, 1994, the trustee gave $50,000 of the 

trust principal to Mr. Côs brother. 
   

  The $100 and $500 payments are counted as income to Mr. C.  Because the 

trustee gave $50,000 away, the value of the trust is the remaining $50,000.  

The $50,000 principal is a resource to Mr. C since the trust allows 

circumstances under which payment of all the trust principal could be made 

to Mr. C.  The transfer of the $50,000 to Mr. Côs brother is a transfer for 

less than fair market value.  The look-back date is February 15, 1995, which 

is 36 months prior to the baseline date February 15, 1998, the date Mr. C 

was both in an institution and applied for Medicaid.  The transfer occurred 

on June 14, 1994 which is before the look-back date.  No penalty due to this 

transfer can be imposed; the transfer does not affect eligibility for LTC 

services payment.  Mr. C is not eligible for Medicaid because the $50,000 

available trust resource exceeds the Medicaid resource limit. 
   

2. When Payment 

to Individual Is  

NOT Allowed 

 When the trust DOES NOT allow payment to or for the benefit of the 

individual from all or a portion of the trust principal (or income on the trust 

principal), treat the trust as a transfer of assets for less than fair market 

value. 
   

a. Transfer 

Into Trust  

 A transfer of assets into an irrevocable trust that does NOT allow payment 

to or for the benefit of the individual is a transfer of assets for less than fair 

market value that affects eligibility.   
   

  The date the transfer occurred is 
 

*  the date the trust was established. 
 

*  the date payment to the individual was foreclosed (the date the 

exculpatory clause came into effect that made the trust funds no longer 

payable to the individual), if later. 
 

A transfer of additional funds into an irrevocable trust is a new asset transfer 

and must be evaluated separately from the asset transfer that established the 

trust.  The date the new transfer occurred is the date the additional funds 

were placed in the irrevocable trust. 
   

b. Payments 

From Trust  

 Payments from the trust cannot be made to or for the benefit of the 

individual, so any payments from the trust do not affect the individual's 

eligibility. 
   

c. Look-back 

Date When 

Payment to 

Individual 

Not Allowed 

 When the trust states that payment cannot be made to the individual, the 

look-back date is 60 months before the baseline date. 
 

EXAMPLE #6:   Mr. D established an irrevocable trust with a principal of 

$100,000 on March 1, 1994.  He enters a nursing facility on November 15, 

1997, and applies for Medicaid on February 15, 1998.  The trust does not 

allow the trustee to disburse any of the principal of the trust to or for the 

benefit of Mr. D.  The trustee disburses $100 to Mr. D and $500 to a 

property management firm for the upkeep of Mr. Dôs home each month 

from the trust income.  On June 14, 1994, the trustee gave $50,000 of the 

trust principal to Mr. Dôs brother.  On July 2, 1996, Mr. D placed another 

$10,000 of his savings into the trust. 
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  The $100 and $500 payments are counted as income to Mr. D.  Because none 

of the principal can be disbursed to Mr. D, the entire value of the trust at the 

time the trust was established ($100,000 in 3-1-94) is a transfer of assets for 

less than fair market value.  The look-back date is  February 15, 1993, which 

is 60 months prior to the baseline date of February 15, 1998, the date Mr. D 

was both in an institution and applied for Medicaid.  The transfer occurred on 

3-1-94 which is after the look-back date.  The uncompensated value is 

$100,000. 
 

The 7-2-96 transfer of $10,000 into the trust is another asset transfer for less 

than fair market value that occurred on 7-2-96.  The transfer occurred on  

7-2-96 which is after the look-back date.  The uncompensated value is 

$10,000. 

   

D. Pooled Trusts  A pooled trust is a trust that can be established for a disabled individual 

under the authority of Section 1917(d)(4)(C) of the Social Security Act (see 

M1120.202).  The placement of an individualôs funds into a pooled trust 

when the individual is age 65 years or older must be evaluated as an 

uncompensated transfer, if the trust is structured such that the individual 

irrevocably gives up ownership of funds placed in the trusts. 
 

A trust established for a disabled individual under age 65 years is exempt 

from the transfer of assets provisions.  However, any funds placed in the trust 

after the individual turns 65 must be evaluated as an asset transfer. 
 

M1450.560  INCOME TRANSFERS 
 

A. Policy  Income is an asset.  When an individual's income is given or assigned in 

some manner to another person, such gift or assignment may be a transfer of 

an asset for less than market value.  

   

B. Procedures  Determine whether the individual has transferred lump sum payments 

actually received in a month.  Such payments are counted as income in the 

month received for eligibility purposes, and are counted as resources in the 

following month if retained.  Disposal of a lump sum payment before it can 

be counted as a resource could be an uncompensated asset transfer. 
 

Attempt to determine whether amounts of regularly scheduled income or 

lump sum payments, which the individual would otherwise have received, 

have been transferred.  Normally, such a transfer takes the form of 

transferring the right to receive income.  For example, a private pension may 

be diverted to a trust and no longer be paid to the individual.  Question the 

individual concerning sources of income, income levels in the past versus the 

present, direct questions about giving away income or assigning the right to 

receive income, to someone else, etc. 

   

  In determining whether income has been transferred, do not attempt to 

ascertain in detail the individual's spending habits during the look-back 

period.  Absent a reason to believe otherwise, assume that the individual's 

income was legitimately spent on the normal costs of daily living. 
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  When income or the right to income has been transferred, and none of the 

criteria in M1450.300 or M1450.400 are met, determine the uncompensated 

value of the transferred income (M1450.610) and determine a penalty period 

(M1450.620 or 630). 

 

M1450.570  SERVICES CONTRACTS 
 

A. Policy  Services contracts (i.e. personal care contract, care contracts, etc.) are 

typically entered into for the completion of tasks such as, but not limited to, 

grocery shopping, housekeeping, financial management and cooking, that 

individuals no longer can perform for themselves.  For purposes of 

Medicaid payment of LTC services, payments made under these types of 

contracts may be considered an uncompensated transfer of assets.   

   

B. Procedures  When a services contract, sometimes referred to as a personal care contract, 

is presented as the basis for a transfer of assets, the eligibility worker must 

do the following: 

   

1. Determine 

Institutionaliz -

ation 

 Determine when the individual met the requirement for institutionalization. 

   

2. Verify Contract 

Terms and 

Value of 

Services 

 Obtain a copy of the written contract, or written statements verifying the 

terms of the agreement by all parties.  Determine when the agreement was 

entered into/signed, who entered into/signed the contract, and if the contract 

is legally binding as defined by policy at M1450.003 H.  The terms of the 

contract must include the types of services, hourly rate of payment and the 

number of hours for each service.  The hourly rate for the services must be 

the fair market value for such services at the time the services were 

provided.  The terms must be specific and verifiable.  Verification of 

payments made and services provided must be obtained.  Any payment for a 

service which does not have a fair market value is an uncompensated 

transfer.   

   

3. Contract 

Services  

 

 Once an individual begins receipt of Medicaid LTC services, the 

individualôs personal care and medical needs are considered to be met by 

the LTC provider.  Payment(s) to other individuals for services received 

after the individual enters LTC are considered an uncompensated transfer 

for Medicaid purposes. 

   

4. Physician 

Statement 

Required 

 A statement must be provided by the individualôs physician that indicates 

the types of services that were to be provided under the contract, and that 

these services were necessary to prevent the individualôs entrance into LTC. 

   

5. Contract Made 

By Individual 

or Authorized 

Representative 

 The contract must have been made by the applicant/recipient or his 

authorized representative. 
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6. Payments Prior 

To Contract 

Date 

 Any payment(s) made prior to the date the contract was signed (if contract is 

written) or date the contract was agreed upon (if contract is a legally binding 

oral contract) by all parties is considered an uncompensated transfer. 

   

7. Advance Lump 

Sum Payments 

Made To 

Contractor 

 Certain contracts for services provide an advance lump sum payment to the 

person who is to perform the duties outlined in the contract.  Any payment of 

funds for services that have not been performed is considered an 

uncompensated transfer of assets.  The Medicaid applicant/recipient has not 

received adequate compensation, as he has yet to receive valuable 

consideration. 

   

8. Determine 

Penalty Period 

 If it is determined that an uncompensated transfer of assets occurred, follow 

policy in this subchapter to determine the penalty period. 
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M1450.600  APPLYING A PENALTY PERIOD  
 

A. Introduction   When a transfer of assets was for less than fair market value, the individual 

is not eligible for Medicaid payment of LTC services for a specific period of 

time (penalty period) based on the uncompensated value of the transferred 

asset and the date the transfer occurred.  However, if the individual meets all 

other Medicaid eligibility requirements, the individual is enrolled in 

Medicaid and is eligible for Medicaid payment of all other Medicaid-

covered services. 
   

  The asset transfer precludes Medicaid payment for LTC services during the 

penalty period unless and until the individual receives adequate 

compensation in return for the transferred asset. 
   

  Penalty periods that are imposed cannot overlap or run concurrently.  The 

total cumulative uncompensated value of the assets transferred is used to 

determine the length of the penalty period. 
   

  Once a penalty period begins it does not change or stop.  The penalty 

period continues regardless of whether Medicaid eligibility continues, the 

institutionalized individual is discharged from LTC, or the individual 

changes from nursing facility care to community-based care.  If the 

individual is re-admitted to LTC and the penalty period has not expired or 

ended, Medicaid payment for LTC services will continue to be denied for the 

remainder of the penalty period.  EXCEPTION:   The penalty period may be 

shortened if subsequent compensation is received (see M1450.640) or 

eliminated if an undue hardship is granted (see M1450.700). 
   

B. Determination 

Procedures 

 Determine the uncompensated value using policy and procedures in 

M1450.610 below.  Go to M1450. 630 to determine the penalty period. 
 

If the individual subsequently receives compensation in return for the 

transferred asset, re-evaluate the penalty period using policy and procedures 

in M1450.640 below. 
 

M1450.610  UNCOMPENSATED VALUE 
 

A. Policy  The uncompensated value is the amount of an assetôs fair market value 

(FMV) that was not or will not be received as a result of the asset transfer.  

FMV is based on criteria used in determining the value of assets in 

determining Medicaid eligibility. 
   

  The uncompensated value for real property at the time of transfer: 
   

  ¶ is the difference between the assetôs FMV and the Gross Amount 

Due to Seller, when the lien/other encumbrance against the asset is 

satisfied from the sellerôs proceeds, or 
   

  ¶ the difference between the assetôs equity value (FMV minus the lien) 
and the Gross Amount Due to Seller, when the lien is assumed by the 

buyer. 
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  See M1450.610 H for the procedures for determining the uncompensated 

value of transferred real property. 

 

Determine the uncompensated value of the transferred asset in this section 

and go to M1450.630 to determine the penalty period.   

   

B. Term Life 

Insurance Purchase 

On or Before 

April 7, 1993 

 For term life insurance policies purchased on or before April 7, 1993, the 

purchase is a compensated transfer of assets and the purchase does not affect 

eligibility. 

   

C. Term Life 

Insurance Purchase 

After April 7, 1993 

 For term life insurance policies purchased after April 7, 1993, the purchase is 

a transfer of assets for less than fair market value if the term insurance's face 

value is less than twice the sum of all premium(s) paid on the policy.  The 

uncompensated value is the total premium(s) paid on the policy. 

   

  If more than one premium was paid on the policy, and the premiums were 

paid in different months, each premium paid on the policy is a separate 

transfer of assets for less than fair market value.  A transfer occurred in the 

month each premium was paid. 

   

  EXAMPLE #7:   Mr. C applied for Medicaid on November 2, 1996.  On 

August 13, 1995, Mr. C. used $3,000 from his checking account to pay a 

$3,000 premium on a $5,000 face value term life insurance policy.  On 

October 5, 1995, he used $2,000 from his checking account to pay up 

premiums on the same $5,000 face value term life insurance policy.  Since 

the policy was purchased after April 7, 1993, and $5,000 (benefit payable on 

death) is not twice the $5,000 total premiums, the premium payments are 

transfers of assets for less than fair market value. 

   

  The uncompensated value of the first transfer on 8-13-95 is $3,000.  The 

uncompensated value of the second transfer on 10-5-95 is $2,000.  The 

penalty period for the first transfer is based on the $3,000 uncompensated 

value and the transfer date of August 1995.  The penalty period for the 

second transfer is based on the $2,000 uncompensated value and the transfer 

date of October 1995. 

   

D. Annuity Purchase  When the average number of years of expected life remaining for the 

individual (the ñlife expectancyò number in the table) is less than the life of 

the annuity, the annuity is NOT actuarially sound.  The annuity purchase is a 

transfer for less than fair market value.   

   

  The transfer occurred at the time the annuity was purchased. 

 

To determine the transferred asset's uncompensated value: 

 

1. divide the face value of the annuity by the number of years in the life of 

the annuity. 

 

2. the result is the yearly payout amount. 
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  3. from the number of years in the life of the annuity, subtract the 

individual's life expectancy from table. 
 

4. the result is the uncompensated payout years (number of the 

annuity's "payout" years that are uncompensated). 
 

5. multiply the uncompensated payout years by the yearly payout 

amount. 

   

  6. the result is the uncompensated value of the assets transferred to 

purchase the annuity. 
   

  EXAMPLE #8 :  An 80-year old man uses $9,000 from his savings 

account on May 6, 1996, to purchase a $10,000 annuity to be paid over 

the course of 10 years.  His life expectancy according to the table is only 

6.98 years.  The annuity is not actuarially sound.  The purchase of the 

annuity is a transfer for less than fair market value. 
 

The uncompensated value is determined: 
 

$10,000  annuity value 

·      10  years life of annuity  

  $1,000  yearly payout 

  10   years life of annuity 

 -   6.98   life expectancy 

     3.02  uncompensated payout years 

x$1,000  yearly payout 

  $3,020  uncompensated value 
   

  The penalty period is based on the $3,020 uncompensated value and the 

transfer date of May 1996. 
   

E. Funds From 

Revocable Trust 

 Any payments from  a revocable trust's principal or income which are 

NOT made to or for the benefit of the individual are assets transferred 

for less than fair market value.  The uncompensated value is the amount 

of the payment. 
   

  EXAMPLE #9:   Mr. B established a revocable trust with a principal of 

$100,000 on March 1, 1994.  Each month, the trustee disburses $100 to 

Mr. B and $500 to a property management firm for the upkeep of Mr. 

Bôs home.  On June 14, 1994, the trustee gave $50,000 of the trust 

principal to Mr. Bôs brother. 
 

The $100 and $500 payments are counted as income to Mr. B.  The 

transfer of the $50,000 to Mr. Bôs brother is a transfer for less than fair 

market value.  The uncompensated value is $50,000; the penalty period 

starts on June 1, 1994, the date the transfer occurred. 
   

F. Irrevocable Trust   
   

1. When Payment 

Is Allowed to 

Individual  

 When the irrevocable trust allows payments to the individual from all or 

a portion of the trust, any payments from the trust income or from the 

trust principal which are NOT made to or for the benefit of the individual 

are  
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  assets transferred for less than fair market value.  The uncompensated value 

is the amount of the payment. 
   

  EXAMPLE #10:  Mr. C established an irrevocable trust with a principal of 

$100,000 on March 1, 1994.  The trustee has discretion to disburse the 

entire principal of the trust and all income from the trust to anyone, 

including Mr. C, the grantor.  All of the trust principal ($100,000) could be 

disbursed to Mr. C under the terms of the trust.  Each month, the trustee 

disburses $100 to Mr. C and $500 to a property management firm for the 

upkeep of Mr. Côs home.  On June 14, 1994, the trustee gave $50,000 of the 

trust principal to Mr. Côs brother. 
 

The $100 and $500 payments are counted as income to Mr. C.  The transfer 

of the $50,000 to Mr. Côs brother is a transfer for less than fair market 

value.  The transfer occurred in June 1994.  The uncompensated value is 

$50,000. 
   

2. When Payment 

Is Not Allowed 

to Individual  

 When the irrevocable trust does NOT allow payment to the individual from 

the trust, the transfer of funds into the trust is a transfer of assets for less 

than fair market value.  
   

a. Trust Value  In determining the value of the trust which cannot be paid to the individual, 

do not subtract from the trust value any payments made for whatever 

purpose after the date the trust was established or, if later, the date payment 

to the individual was foreclosed.  The value of the transferred amount is no 

less than its value on the date the trust is established or the date payment to 

the individual was foreclosed. 
   

b.  Uncompen- 

 sated value 

 The uncompensated value is the amount of assets transferred into a trust 

which cannot be paid to the individual.  If payment from the trust was 

foreclosed after the trust was established, the uncompensated value is the 

value of the trust as of the date payment was foreclosed.   
   

c. Transfer 

Date 

 The date the transfer occurred is the date the trust was established, or, if 

later, the date payment to the individual was foreclosed. 
   

  d. Example 

#11 

 EXAMPLE #11:   Mr. D established an irrevocable trust with a principal of 

$100,000 on March 1, 1994.  The trust allowed the trustee to disburse any of 

the principal of the trust to or for the benefit of Mr. D until Mr. D is 

admitted to a nursing facility.   Mr. D was admitted to a nursing facility on 

May 30, 1996.  Each month from the trust income, the trustee disburses 

$100 to Mr. D and $500 to a property management firm for the upkeep of 

Mr. Dôs home.  On June 14, 1996, the trustee gave $50,000 of the trust 

principal to Mr. Dôs brother.  Mr. D applied for Medicaid on February 15, 

1998. 
 

The $100 and $500 payments are counted as income to Mr. D.  Because 

none of the principal can be disbursed to Mr. D on or after the date he was 

admitted to the nursing facility, the value of the trust at the time payment 

was foreclosed ($100,000 on 5-30-96) is a transfer of assets for less than fair 

market value.  The date the transfer occurred is May 30, 1996, the date 

payment to Mr. D was foreclosed.  The look-back period is 60 months.  The 

look-back date is February 15, 1993, which is 60 months prior to the 

baseline date of February 15, 1998, the date Mr. D was both in an institution 

and applied for Medicaid. 
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  The uncompensated value is $100,000.  The fact that $50,000 was paid out 

of the trust to Mr. D's brother after payment to Mr. D was foreclosed does 

not alter the uncompensated amount upon which the penalty is based 

because the value of the transferred asset can be no less than its value on 

the date payment from the trust was foreclosed. 
   

  Mr. D placed an additional $25,000 in the same trust on June 20, 1996.  

Under the terms of the trust, none of this $25,000 can be disbursed to him.  

This is a new transfer of assets for less than fair market value.  The 

uncompensated value is $25,000; the transfer date is 6-20-96. 
   

G. Income Transfers   
   

1. Lump Sum 

Transfer 

 When a single lump sum, or single amounts of regularly paid income, is 

transferred for less than fair market value, the uncompensated value is the 

amount of the lump sum, less any compensation received.  For example, an 

individual gives a $2,000 stock dividend check that is paid once a year to 

the individual, to another person in the month in which the individual 

received the check.  No compensation was received.  The uncompensated 

value is $2,000. 
   

2. Stream of 

Income Transfer 

 When a stream of income (income received regularly) or the right to a 

stream of income is transferred, determine the total amount of income 

expected to be transferred during the individual's life, based on an actuarial 

projection of the individual's life expectancy.  The uncompensated value is 

the amount of the projected income, less any compensation received.  Use 

the Life Expectancy Table in M1450, Appendix 2. 
   

3. Income Transfer 

Example 

 EXAMPLE #12:  A man aged 65 years, assigns his right to a $500 

monthly annuity payment to his brother.  He receives no compensation in 

return.  Based on the life expectancy tables for males, the uncompensated 

value of the transferred income is $93,120.   
   

  $  500 

    x12  months 

   $6,000  yearly income 

      x15.52  life expectancy from table 

     $93,120  value 

-      0   compensation 

     $93,120  uncompensated value 
   

H. Real Property 

Transfers 

 The uncompensated value of transferred real property is determined by 

evaluating the settlement document which outlines the monetary 

transactions between the individual who sells the property and the 

individual who buys the property.  A copy of the Settlement Document is 

in M1450, Appendix 3. 
 

The eligibility worker must obtain: 
 

¶    documentation of the tax assessed value of the property at the time 

of the transfer; and 

¶ a copy of the closing or settlement documents from the client or 

the financial institution. 

  



 

 

Manual Title Chapter Page Revision Date 

Virginia Medical Assistance Eligibility M14 January 2017 
Subchapter Subject Page ending with Page 

M1450.000  TRANSFER OF ASSETS M1450.610 30 
 

1. Summary of 

Sellerôs 

Transactions 

 Review the summary of the sellerôs transactions: 
 

¶ Determine the Gross Amount Due to Seller. 

   

  ¶ Is the Gross Amount Due to Seller less than the tax assessed or 

effective 10/4/16, the certified appraised value? 
 

o If no, the seller received adequate compensation for the 

property and there is no uncompensated transfer. 
 

o If yes, determine the uncompensated value of the asset transfer. 
   

2. Real Property 

Uncompensated 

Value 

Calculations 

 a. When the lien is satisfied from the proceeds received by the seller, 

deduct the Gross Amount Due to Seller from the tax assessed or 

certified appraised value to determine the uncompensated amount of the 

asset transfer. 
 

b. When the lien is assumed by the buyer, deduct the lien amount from the 

tax assessed or certified appraised value of the property, to determine 

the equity value. From the equity value deduct the Gross Amount Due 

to Seller for the property to determine the uncompensated amount of the 

asset transfer. 
 

c. Determine the penalty period.  The beginning of the penalty period 

depends upon whether the transfer took place prior to or on/after 

2/08/2006. 
 

Note:  Any funds deducted from the Gross Amount Due to Seller that are 

paid to another individual, such as funds for repair of the property, are not 

considered usual and customary fees and must be evaluated as a separate 

asset transfer.  If the transfer was uncompensated then the amount of this 

transfer may be added to any uncompensated value from the sale of 

property, as the transfer occurred at the same point in time. 

   

  Example #13a:  Mrs. K. is receiving CBC services.  The worker discovers 

that Mrs. K. has moved in with her daughter and has sold her home to her 

son.  The tax assessed value of her home at the time of transfer was 

$200,000.  The closing documents indicate that she sold her home for 

$125,000 (the gross amount due to seller).  The closing costs were paid by 

Mrs. K.  There was no lien against the property. 
 

The uncompensated value of the transferred real property is calculated as 

follows: 
 

 $200,000  tax assessed value 

-125,000  Gross Amount Due to Seller 

$ 75,000  uncompensated value 
 

The penalty period is based on the uncompensated value of $75,000.  
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  Example #13b:  On October 20, Mr. B. was admitted to a nursing facility.  

He transferred his home in July of the same year, which was within the 

look-back period.  His home was assessed at $100,000 in July.  The 

mortgage against his home had a balance due of $16,000 in July. 

   

  In reviewing the settlement statement for the sale of the property, it is noted 

that the sale price of the home was $70,000 (gross amount due to seller), 

which was less than the tax assessed value of the home.  The lien of $16,000 

was satisfied at closing from the $70,000 sale price.  The other fees 

deducted were usual and customary and were determined to have been paid 

by the buyer.  Mr. B. received a $54,000 net settlement for the sale of his 

home. 

   

  The uncompensated value of the transferred real property is calculated as 

follows: 

 

 $100,000  tax assessed value 

-  70,000  Gross Amount Due to Seller (includes the lien amount) 

$ 30,000  uncompensated value 

   

  The penalty period is based on the uncompensated transfer value of 

$30,000.  When the penalty period begins depends on whether the transfer 

took place prior to or after February 8, 2006. 

   

  Example #13c:  The scenario is the same as in example 13b.  However, the 

lien will be assumed by the purchaser rather than satisfied from the sellerôs 

gross settlement amount (Gross Amount Due to Seller).  The equity value of 

the home is used to determine the uncompensated value in this case, 

because the seller was not responsible for satisfaction of the lien. 

   

  $100,000  tax assessed value 

  -16,000  lien amount 

 $ 84,000  equity value (EV) 

 

$ 84,000  EV 

- 70,000  Gross Amount Due to Seller 

  $ 14,000  uncompensated value 
 

M1450.620  RESERVED 
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M1450.630  PENALTY PERIOD CALCULATION  

 
A. Policy  When a transfer of assets affects eligibility, the penalty period begins when 

the individual would otherwise be eligible for Medicaid payment for LTSS 

(long term services and support) if not for the penalty period.  The penalty 

period includes the fractional portion of the month, rounded down to a day.  

Penalty periods for multiple transfers cannot overlap. 

   

  As long as an individual in a penalty period meets a full or limited-benefit 

Medicaid covered group and all nonfinancial and financial requirements for 

that covered group, he is eligible for all services covered under that group 

EXCEPT the Medicaid payment of LTSS.  Individuals in nursing and other 

medical facilities or who have been screened and approved for HCBS (home 

and community based services), meet the 300% SSI covered group during a 

penalty period because they meet the definition of an institutionalized person.    

 

An individual with a penalty period who does not meet the 300% SSI 

covered group may meet other covered groups.  See M1450.630 B.5. 

   

B. Penalty Begin Date  For individuals not receiving LTSS at the time of transfer, the penalty period 

begins the first day of the month in which the individual would otherwise be 

eligible for Medicaid payment for LTSS, except for the imposition of a 

penalty period.  This includes the application retroactive period for nursing 

facility patients who have been in the facility during the retroactive period. 

   

  For individuals who are receiving Medicaid payment for LTSS at the time of 

transfer, the penalty period begins the month following the month of transfer. 

   

1. Medicaid LTSS 

Not Received at 

Time of 

Transfer 

 If the individual is not receiving Medicaid-covered LTSS at the time of the 

asset transfer, the penalty period begins the first day of the month in which 

the individual would otherwise be eligible for Medicaid payment for LTSS 

but for the application of the penalty period, as long as the date does not fall 

into another period of ineligibility imposed for any reason. 

   

2. Receiving 

Medicaid LTSS 

Services at 

Time of 

Transfer 

 If the individual is receiving Medicaid LTSS at the time of the asset transfer, 

the penalty period begins the first day of the month following the month in 

which the asset transfer occurred as long as the individual would otherwise 

be eligible for Medicaid payment for LTSS but for the application of the 

penalty period.   

   

  A referral to the DMAS Enrollee Audit Unit (RAU) must be made for the 

months in the penalty period during which the individual received Medicaid 

LTSS services.  See Chapter M17 for instructions on RAU referrals. 
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3. Penalty Periods 

Cannot Overlap 

 When multiple asset transfers result in multiple penalty periods, the penalty 

periods cannot overlap.  One penalty period must be completed prior to the 

beginning of the next penalty period. 

   

4. Nursing Facility  If the individual in a nursing facility meets all Medicaid eligibility 

requirements, he is eligible for Medicaid payment of all other covered 

services. 

   

5. HCBS, PACE, 

Hospice 

 a. Transfer Reported at Application 
 

If the individual has been screened and approved for or is receiving Medicaid 

HCBS, PACE, or hospice services, he cannot be eligible for Medicaid in the 

300% of SSI covered group or for the Medicaid payment of LTSS in any 

other covered group.  The individualôs Medicaid eligibility in other covered 

groups must be determined.  His penalty period cannot be imposed unless 

and until he is (1) eligible for Medicaid in a full-benefit covered group other 

than the 300% of SSI covered group, (2) he meets a spenddown and would 

otherwise be eligible for the Medicaid payment of LTSS, or (3) he is admitted 

to a nursing facility. 

   
  Effective with eligibility determinations or re-evaluations made on or after 

April 17, 2018, the penalty period begin date for an individual needing 

HCBS is the date the individual would otherwise be receiving HCBS 

coverage except for the imposition of the penalty period. A penalty period 

would not begin prior to April 17, 2018 with this policy change. 

ñOtherwise receivingò means that all of the following criteria have been 

met:  
 

1. The individual has been determined to meet all non-financial and 

financial eligibility requirements for Medicaid, other than asset 

transfer, in a full-benefit covered group, including the 300% of 

SSI covered group.   

 

2. The individual has been screened and approved for HCBS, PACE 

or Hospice care. 

 

3. For waivers with a waiting list, an open slot has been secured for 

the individual.  A penalty period cannot begin while an individual 

is on a waiting list for waiver services. 
 

This change does not apply to applications denied before April 17, 2018.    

However, an individual who was determined ineligible for Medicaid 

coverage of LTSS services due to a penalty period may reapply for 

Medicaid and be evaluated under the new policy.  
 

An individual who has only been eligible for limited Medicaid benefits may 

request to be evaluated under the new policy.  All of the requirements 

listed above must be met in order for the penalty period to begin.   If an 

individual was previously offered the chance to claim undue hardship, he 

may not claim undue hardship again on the same uncompensated asset 

transfer unless his circumstances have changed.  Renewals as of July 2018  

should be re-evaluated to see if this policy applies.   
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  b. Transfer Reported After Eligibility is Established 

 

If it is reported or discovered that an individual receiving HCBS services in 

the 300% of SSI covered group made an uncompensated asset transfer prior 

to beginning HCBS, determine a penalty period.  Evaluate for another 

covered group prior to cancelling.  His penalty period cannot be imposed 

unless and until he is (1) eligible for Medicaid in a full-benefit covered group 

other than the 300% of SSI covered group, (2) he meets a spenddown and 

would otherwise be eligible for the Medicaid payment of LTSS, or (3) he is 

admitted to a nursing facility. 

 

A referral to the DMAS Enrollee Audit Unit (RAU) must be made for the 

months in the penalty period during which the individual received Medicaid 

LTSS services.  See Chapter M17 for instructions on RAU referrals. 

   

6. Penalty Period 

imposed by 

another state 

 If the individual has completed an asset transfer penalty period in another 

state, a penalty period is not imposed by Virginia Medicaid for the same 

uncompensated transfer.    

 

If an individual has relocated to Virginia and reports they have an active 

asset transfer penalty period in another state, he must complete the penalty 

period before being eligible for Medicaid payment of LTSS services.  The 

eligibility worker must contact the previous state to find out the length of 

penalty period and time remaining.  The remaining penalty period cannot be 

imposed unless and until the person is:  1) eligible for Medicaid in a full-

benefit covered group other than the 300% of SSI covered group or; 2) meets 

a spenddown and would otherwise be eligible for the Medicaid payment of 

LTSS services or; 3) is admitted to a nursing facility.  The individualôs 

Medicaid eligibility in any other covered group(s) must be determined. 

   

C. Penalty Period 

Calculation 

 The period is calculated by taking the uncompensated value of the assets 

transferred on or after the look-back date, divided by the average monthly 

cost of nursing facility services to a private-pay patient in his locality at the 

time of the application for Medicaid.  The remainder is divided by the daily 

rate (the monthly rate divided by 31). 

   

  When the uncompensated value of an asset transfer is less than the monthly 

nursing facility rate, go to step #4 in E below to calculate the partial month 

penalty period. 
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D. Average Monthly 

Nursing Facility 

Cost (Figures 

Provided by 

Virginia Health 

Infor mation) 

 Average Monthly Private Nursing Facility Cost 

 

Application Date                Northern Virginia*     All Other Localities  
 

10-1-96 to 9-30-97 $2,564  $2,564 

10-1-97 to 12-31-99 $3,315  $2,585 

1-1-00 to 12-31-00 $3,275  $2,596  

1-1-01 to 12-31-01 $4,502  $3,376 

1-1-02 to 12-31-03 $4,684   $3,517 

1-1-04 to 9-30-07 $5,403  $4,060 

10-1-07 to 12-31-10 $6,654  $4,954 

1-1-11 to 12-31-14 $7,734  $5,933 

1-1-15 to 6-30-18 $8,367  $5,933 (no  

                                                                                                       change) 

7-1-18 and after                             $9,032  $6,422 

 

*The northern Virginia localities are:  Alexandria, Arlington, Fairfax, Fairfax 

County, Falls Church, Loudoun County, Manassas, Manassas Park and Prince 

William County. 

 

See M1450, Appendix 1 for amounts prior to October 1, 1996. 

   
E. Partial Month 

Transfer 
 The following example shows how to compute a penalty period for an 

uncompensated transfer that occurred on or after July 1, 2018 and involves a 

partial month. 

   

  Example #19 (using July 2018 figures):  An individual living outside 

Northern Virginia made an uncompensated asset transfer of $48,294 in July 

2018, the same month he applies for Medicaid.  The uncompensated value of 

$48,294 is divided by the average monthly rate of $6,422 which equals 7.52 

months.  The full 7-month penalty period runs from July 2018, the month of 

the transfer, through January 2019, with a partial month penalty calculated for 

February 2019.  The partial month penalty is calculated by dividing the partial 

month penalty amount ($3,340.00) by the daily rate ($207.16, which is the 

monthly rate of $6,422 divided by 31).  The calculations are as follows:   

   

  Step #1  $48,294.00  uncompensated value of transferred asset 
  ÷  6,422.00  avg. monthly nursing facility rate at time of 

application 
  =    7.52  penalty period (7 full months, plus a partial month) 
 

 

 

Step #2  $ 6,422.00  avg. monthly nursing facility rate at time of 

application 
   X            7  seven-month penalty period 
  $44,954.00  penalty amount for seven full months 
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  Step #3 $48,294.00 uncompensated value 
  - 44,954.00 penalty amount for seven full months 
  $  3,340.00 partial month penalty amount 

 

   

  Step #4 $3,340.00 partial penalty amount 
  ÷ 207.16 daily rate ($6,422 ÷ 31) 
  = 16.12 number of days for partial month penalty 

   

  For February 2019, the partial month penalty of 16 days would be added to 

the seven (7) month penalty period.  This means Medicaid would authorize 

payment for LTSS services beginning February 17, 2019. 

   
F. Penalty Period for a 

Couple When Both 

Are Eligible and  

Institutionalized  

 When an institutionalized individual is ineligible for Medicaid payment of 

long-term care services because of a transfer made by the spouse, and the 

spouse is or becomes institutionalized and eligible for Medicaid, the penalty 

period must be apportioned between the spouses.  The couple may choose to 

either: 

   

  ¶ have the penalty period, or the remaining time in the penalty period, 

divided between the spouses, or 

   

  ¶ assign the penalty period or remaining penalty period to one of the 

two spouses. 

   

  When one spouse is no longer subject to the penalty, such as one spouse is 

no longer institutionalized or one spouse dies, the remaining penalty period 

applicable to both spouses must be applied to the remaining spouse. 

   

  EXAMPLE #18:  Mr. A. enters a nursing facility and applies for Medicaid. 

Mrs. A. transfers an asset that results in a 36 month penalty period for Mr. 

A. 12 months into the penalty period, Mrs. A. enters a nursing facility and is 

eligible for Medicaid.  The penalty period against Mr. A. still has 24 months 

to run.  Because Mrs. A. is now in a nursing facility and a portion of the 

penalty period remains, the penalty period is reviewed.  Mr. and Mrs. A. 

decide to have the penalty period divided between them.  Therefore, both 

Mr. A. and Mrs. A. are ineligible for Medicaid payment of LTSS for 12 

months beginning the first day of Mrs. A's Medicaid eligibility. 

   

  After 6 months, Mr. A. leaves the facility and is no longer institutionalized.  

Mrs. A. remains institutionalized.  Because Mr. A is no longer subject to the 

penalty, the remaining total penalty period for the couple, 12 months (6 

months for Mr. A. and 6 months for Mrs. A.), must be imposed on Mrs. A.   

If Mr. A. becomes institutionalized again before the end of the 12 months, 

the remaining penalty period is again reviewed and divided or applied to 

one spouse, depending on the couple's choice. 
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M1450.640  SUBSEQUENT RECEIPT OF COMPENSATION 
 

A. Policy  When all assets transferred are returned to the individual, no penalty for 

transferring assets can be assessed.  When a penalty has been assessed and 

payment for services has been denied, a return of the assets requires a 

retroactive evaluation, including erasure of the penalty, back to the beginning 

of the penalty period.  
 

However, such an evaluation does not necessarily mean that Medicaid 

payment for LTC services must be paid on behalf of the individual.  Return 

of the assets in question to the individual leaves the individual with assets 

which must be evaluated in determining eligibility during the retroactive 

period.  Counting those assets as available may result in the individual being 

ineligible (because of excess income or resources) at the time of evaluation 

as well as for a period of time after the assets are returned.  
   

  NOTE:  To void imposition of a penalty, all of the assets in question or their 

fair market equivalent must be returned.  For example, if the asset was sold 

by the individual who received it, the full market value of the asset must be 

returned to the transferor. 
 

When only part of an asset or its equivalent value is returned, a penalty 

period can be modified but not eliminated.  For example, if only half of the 

value of the asset is returned, the penalty period can be reduced to one-half. 
   

B. Example #20  
Full Compensation 

Received 

 Example #20 Mr. G., who is in a nursing facility, applied for Medicaid on 

November 24, 2011.  On October 10, 2011, he transferred his non-home real 

property worth $46,404 to his son.  The transfer did not meet any of the 

criteria in M1450.400, so a penalty period was imposed from October 1, 

2011, through April 30, 2012.   
   

  On December 12, 2011, Mr. G.'s son paid some outstanding medical bills 

that were not related to long-term care for his father totaling $47,000.  The 

agency re-evaluated the transfer and determined a penalty period was no 

longer appropriate since full compensation was received.  Mr. Gôs eligibility 

for Medicaid payment of long-term care services was re-evaluated, beginning 

with October 1, 2011. 
   

C. Example #21 
Partial 

Compensation 

Received 

 Example #21:  Ms. H. applied for Medicaid on November 2, 2004, after 

entering a nursing facility on March 15, 2004.  On October 10, 2004, she 

transferred her non-home real property worth $40,000 to her son and 

received no compensation in return for the property.  Ms. H's Medicaid 

application was approved, but she was ineligible for Medicaid payment of 

long-term care services for 9 months beginning October 1, 2004 and 

continuing through June 30, 2005. 
   

  On December 12, 2004, the agency verified that Ms. H's son paid her 

$20,000 for the property on December 8, 2004.  The agency re-evaluated the 

transfer and determined a remaining uncompensated value of $20,000 and a 

penalty period of 4 months, beginning October 1, 2004, and continuing 

through January 31, 2005. 
   

  The $20,000 payment must be evaluated as a resource in determining Ms. 

H.ôs Medicaid eligibility for January 2005. 
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M1450.700  CLAIM OF UNDUE HARDSHIP 
 

A. Policy  The opportunity to claim an undue hardship must be given when the 

imposition of a penalty period affects Medicaid payment for LTC services.  

The opportunity to claim an undue hardship is in addition to the opportunity 

to appeal the transfer of assets decision itself.  An undue hardship may exist 

when the imposition of a transfer of assets penalty period would deprive the 

individual of medical care such that the individualôs health or life would be 

endangered or he would be deprived of food, clothing, shelter, or other 

necessities of life.  An undue hardship may be granted when documentation 

is provided that shows: 

   
  ¶ that the assets transferred cannot be recovered, and 

   
  ¶ that the immediate adverse impact of the denial of Medicaid 

coverage for payment of LTC services due to the uncompensated 

transfer would result in the individual being removed from the 

institution or becoming unable to receive life-sustaining medical 

care, food, clothing, shelter or other necessities of life. 

   

  Applicants, recipients, or authorized representatives may request an undue 

hardship evaluation.  Additionally, the Deficit Reduction Act of 2005 

authorized nursing facilities to act on behalf of their patients, when 

necessary, to submit a request for undue hardship.  The nursing facility must 

have written authorization from the recipient or his authorized representative 

in order to submit the claim of undue hardship. 

   

  A claim of undue hardship: 
 

¶ can be made for an individual who meets all Medicaid eligibility 

requirements and is subject to a penalty period, 
 

¶ cannot be made on a denied or closed Medicaid case or when the 

individual is deceased, 
 

¶ cannot be made when the penalty period has already expired, and 
 

¶ cannot be used to dispute the value of a resource. 

   
B. Procedures  If the individual chooses to make a claim of an undue hardship, 

documentation regarding the transfer and the individualôs circumstances 

must be sent to the Department of Medical Assistance Services (DMAS) for 

an undue hardship determination prior  to the eligibility worker taking action 

to impose a penalty period. 

   

  The individual has the burden of proof and must provide written evidence to 

clearly substantiate what was transferred, the circumstances surrounding the 

transfer, attempts to recover the asset or receive compensation, and the 

impact of the denial of Medicaid payment for LTC services.   

   

1. Eligibility 

Worker  

 

 The eligibility worker must inform the individual of the undue hardship 

provisions and, if an undue hardship is claimed, send the claim and 

supporting documentation to DMAS for evaluation. 
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  The eligibility worker must send a letter to the individual informing him of 

each asset transfer and the corresponding penalty period, as well as the right 

to claim an undue hardship. An Asset Transfer Undue Hardship Claim form, 

available at https://fusion.dss.virginia.gov/bp/BP-Home/Medical-

Assistance/Forms, must be included with the letter.  The Asset Transfer 

Undue Hardship Claim Form serves as the request for an undue hardship 

evaluation. 

   

  a. Undue Hardship Claimed - Required Documentation 

   

  When requesting an undue hardship, the individual must provide the 

following documentation appropriate to the case situation: 

   

  ¶ the reason(s) for the transfer; 
 

¶ attempts made to recover the asset, including legal actions and the 

results of the attempts; 
 

¶ notice of pending discharge from the facility, or discharge from 

PACE, hospice, or CBC services due to denial or cancellation of 

Medicaid payment for these services and include the actual date 

discharge will take place; 
 

¶ physicianôs statement stating the inability to receive nursing facility 
or CBC services would result in the applicant/recipientôs inability to 

obtain life-sustaining medical care;  
 

¶ documentation that individual would not be able to obtain food, 

clothing, shelter, or other necessities of life; 
 

¶ list of all assets owned and verification of their value at the time of 

the transfer if the individual claims he did not transfer resources to 

become Medicaid eligible; and 
 

¶ documents such as deeds or wills if ownership of real property is an 

issue.  

  b. 10 Days to Return Undue Hardship Claim 

   

  The individual must be given at least 10 calendar days to return the 

completed form and documentation to the local agency.  If the individual 

requests additional time to provide the form and documentation, the worker 

shall allow up to 30 calendar days from the date the checklist was sent.  If 

the form and documentation are not returned within 30 calendar days, the 

penalty period must be imposed. 

   

  c. Documentation for DMAS 

   

  If an undue hardship is claimed, the eligibility worker must send to DMAS: 
¶ a copy of the undue hardship claim form 

 

¶ a description of each transfer: 
o what was transferred 
o parties involved and relationship 
o uncompensated amount 
o date of transfer 

  

https://fusion.dss.virginia.gov/bp/BP-Home/Medical-Assistance/Forms
https://fusion.dss.virginia.gov/bp/BP-Home/Medical-Assistance/Forms
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  ¶ calculation and duration of the penalty period(s) being imposed;  
 

¶ a brief summary of the applicant/recipientôs current eligibility status 
and living arrangements (nursing facility or community); and 
 

¶ other documentation provided by the applicant/recipient. 
   

  Send the documentation to DMAS at the following address: 
   

  DMAS, Eligibility & Enrollment Services Division  
600 East Broad Street, Suite 1300 
Richmond, Virginia 23219 

   

  A copy of all documentation submitted with the undue hardship claim must be 

retained in the case record. 

   

  d. When Applicant/Recipient Was Victim 
   

  If the applicant/recipient was a victim of an individual who is not the 

individualôs attorney in fact, guardian, conservator or trustee and undue 

hardship is claimed, the agency must provide a statement documenting the 

facts and what actions were taken by the agency with regard to their findings.  

If the transfer was by a court-appointed guardian or conservator, 

documentation of any bond insurance that would cover the loss must be 

provided. 
   

  e. Undue Hardship Not Claimed or Not Granted by DMAS 
   

  If undue hardship is not claimed or if a penalty period must be imposed per 

DMAS, follow the procedures in M1450.800 through M1450.830 for notifying 

the individual and DMAS of the action.  The individual must be informed that 

a denial of a claim for undue hardship may be appealed in accordance with the 

provisions of 12 VAC 30-110.  If the individual meets all other eligibility 

requirements, he is eligible for Medicaid payment of all covered services other 

than LTC. 
   

2. DMAS  DMAS will review the documentation provided with the undue hardship claim 

to determine if an undue hardship may be granted and send written notification 

to the eligibility worker.  If additional information is needed to clarify the 

documentation received with the Undue Hardship claim, DMAS will notify the 

agency and provide a time frame for submitting the documentation.  A copy of 

the decision must be retained in the individualôs case record.   
   

3. Subsequent 

Claims  
 If DMAS is unable to approve an undue hardship request because sufficient 

supporting documentation was not submitted, the claim must be denied and 

the penalty period must begin.  Once a claim is denied, no further decision 

related to the same asset transfer will be made by DMAS unless the individual 

experiences a change in circumstances while still in the penalty period, such 

as receiving a discharge notice, that would result in the individual being 

removed from the institution or becoming unable to receive life-sustaining 

medical care, food, clothing, shelter or other necessities of life.   
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  If the individual/authorized representative alleges a change in 

circumstances while still in the penalty period, a claim of undue hardship 

can be requested and will follow the procedures as found in M1450.700 

B.1.    Once DMAS makes a decision on the claim, the worker will follow 

the policy as below.    

   

  a.  If a subsequent claim is received and penalty period has begun 
 

If DMAS approves the subsequent claim of undue hardship, the 

penalty period ends effective with the date of the discharge notice or 

other documentation of undue hardship.  The effective date is indicated 

in the approval letter from DMAS.  Medicaid cannot pay for LTSS 

received prior to the end of the penalty period. 

   

  b.  If a subsequent claim is received and penalty period has not begun 
 

If the individual was screened and approved for Medicaid HCBS, 

PACE, or hospice services but his penalty period could not be 

imposed per M1450.630 B.5, and DMAS approves the subsequent 

claim of undue hardship, the penalty period is waived.  However, 

Medicaid cannot pay for LTSS received prior to the date of the 

documentation of undue hardship, as designated by DMAS. 
 

M1450.800 AGENCY ACTION 
 

A. Policy  If an individual's asset transfer is not allowable by policy, the individual is 

not eligible for Medicaid payment of long-term care services.  The 

individual, the service provider, and the Department of Medical Assistance 

Services (DMAS) must be notified of his/her ineligibility for the Medicaid 

payment of long-term care services, as well as his eligibility or ineligibility 

for Medicaid per M1450.810 below. 
   

B. Procedures  The procedures used for notifying the recipient, the provider and DMAS are 

in sections M1450.810, 820, and 830 below. 
 

M1450.810 APPLICANT/RECIPIENT NOTICE  
 

A. Policy  Whenever an institutionalized individual is not eligible for Medicaid payment of 

long-term care services because of an asset transfer, the notice to the individual 

must contain the following: 
   

1. Notice Includes 

Penalty Period 
 The form which notifies him/her of Medicaid eligibility must include the penalty 

period during which Medicaid will not cover LTSS for the individual. 
   

2. Individual In 

Facility - Eligible 
 An individual in a nursing or other medical facility continues to meet the definition 

of an institutionalized person.  If the individual meets all other Medicaid eligibility 

requirements, he is eligible for Medicaid in the 300% SSI covered group, except 

for payment for LTSS. 
   

3. Individual Not in 

Facility - Not 

Eligible 

 An individual outside a medical facility (i.e. living in the community) does not 

meet the definition of an institutionalized person if he is not receiving Medicaid 

covered HCBS, PACE or hospice services.  Therefore, an individual for whom a 

penalty period is imposed cannot be eligible for Medicaid unless the individual is 

eligible for Medicaid outside the 300% SSI covered group. 

  



 

 

Manual Title Chapter Page Revision Date 

Virginia Medical Assistance Eligibility M14 July 2017 
Subchapter Subject Page ending with Page 

M1450.000  TRANSFER OF ASSETS M1450.810 44 
 

4. Referral to 

DMAS 

Recipient Audit 

Unit (RAU)  

 If the individual already received Medicaid long-term care services during a 

penalty period or made a claim of an undue hardship for imposition of a 

penalty period and the claim was approved, a referral to the DMAS RAU 

must be made.  The DMAS Eligibility Section will make the referral to RAU 

for approved claims of an asset transfer undue hardship.  The LDSS must 

make all other referrals for recovery. 

   

B. Notice Contents  The Notice of Action on Medicaid sent to the individual must specify that: 

   

  ¶ Medicaid will not pay for nursing facility or CBC waiver services for 

the months (state the begin and end dates of the penalty period) 

because of the uncompensated asset transfer(s) that occurred on 

(date/dates); 
 

¶ the penalty period may be shortened if compensation is received. 

   

  The notice must also specify that either: 
 

¶ the individual is eligible for Medicaid coverage of services other than 

nursing facility or waiver services beginning (the appropriate date); 

or 
 

¶ the individual is ineligible for Medicaid in any covered group, citing 

M1450.810 A.3, above. 
   

  If an asset transfer undue hardship claim was approved and the amount of the 

uncompensated transfer was $25,000 or more and was made within 30 

months of the individual becoming eligible for or receiving Medicaid LTC 

services, the notice must also include the following statement: 
 

ñSection 20-88.02 of the Code of Virginia allows DMAS to seek recovery 

from the transferee (recipient of the transfer) when a Medicaid enrollee 

transfer assets with an uncompensated value of $25,000 or more within 30 

months of receiving or becoming eligible for Medicaid.ò 
   

C. Advance Notice  When an institutionalized Medicaid recipient is found no longer eligible for 

Medicaid payment of long-term care services because of an asset transfer, the 

Advance Notice of Proposed Action must be sent to the individual at least 10 

days before cancelling coverage of LTC services, and must specify that 

either: 
   

  ¶ The individual is eligible for Medicaid coverage of services other 

than nursing facility or waiver services beginning (the appropriate 

date), or 
 

¶ The individual is ineligible for Medicaid in any covered group, citing 

M1450.810 A.3, above, and 
 

¶ Medicaid will not pay for long-term care services for the months 

(state the penalty period begin and end dates) because of the asset 

transfer(s) that occurred (date/dates), and 
 

¶ The penalty period may be shortened if compensation is received. 
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M1450.820  PROVIDER NOTICE 
 

A. Introduction   Use the Medicaid LTSS Communication Form (DMAS-225) to notify the 

provider of the individual's Medicaid eligibility and ineligibility for Medicaid 

payment of long-term care services. 
   

B. Medicaid LTC 

Communication 

Form (DMAS-225) 

 The DMAS-225 should include: 
 

¶ the individual's full name, Medicaid and Social Security numbers; 
   

  ¶ the individual's birth date; 
   

  ¶ the patient's Medicaid coverage begin date; and 
   

  ¶ that the patient is not eligible for Medicaid payment of nursing 

facility/CBC waiver services for the months (state the penalty period 

begin and end dates) because of an asset transfer(s). 

   

  If the individual reports a change in circumstances to the local DSS, he or 

his authorized representative must be offered the chance to submit an 

additional claim of undue hardship.  Follow the procedures in M1450.700 

B above.   

   

  If DMAS grants the claim of undue hardship, the portion of the asset 

transfer penalty remaining as of the date of the undue hardship request 

is nullified.  Medicaid cannot pay for long-term care services received 

during the penalty period prior to the undue hardship request.  
Nursing facility charges incurred during a penalty period may be evaluated 

as a patient pay deduction using the policy and procedures in M1470.230. 

   

  Once the penalty period has expired, no additional claims of undue 

hardship may be made. 
 

M1450.830  DMAS NOTICE 
 

A. Introduction   The worker must notify DMAS that the recipient is not eligible for LTSS 

services payment because of an asset transfer.  DMAS must input the code 

in the Virginia Case Management System (VaCMS) that will deny 

payment of LTSS services claims. 
   

  The worker notifies DMAS via a copy of the DMAS-225 sent to the 

provider. 
   

B. Copy of DMAS-225  The copy of the DMAS-225 that is sent to DMAS must contain the 

following information, in addition to the information on the provider's copy 

of the DMAS-225: 
   

  ¶ date(s) the asset transfer(s) occurred; 
   

  ¶ the uncompensated value(s); and 
   

  ¶ penalty period(s) (begin and end dates) and computation of that 

period(s). 

  



 

 

Manual Title Chapter Page Revision Date 

Virginia Medical Assistance Eligibility M14 January 2020 
Subchapter Subject Page ending with Page 

M1450.000  TRANSFER OF ASSETS M1450.830 46 

 
C. Send DMAS Notice  The agency worker must send a copy of the DMAS-225 to: 
   

  Department of Medical Assistance Services 

Eligibility and Enrollment Services Division 

600 E. Broad St., Suite 1300 

Richmond, VA 23219. 
   

  The copy of the DMAS-225 must be signed and dated by the worker, and 

must show the worker number and the local agency's FIPS code. 
   

  Any information the agency receives about the individual's subsequent 

receipt of compensation which shortens the penalty period must be sent to 

the Long-Term Care Unit at the above address. 
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Average Monthly Private Nursing Facility Cost  

Prior to January 1, 2011 

 

 

 
Application Date  Average Monthly Cost  

                     (All Localities) 

7-1-1988 to 6-30-1989  $2,029 

7-1-1989 to 12-31-1990  $2,180 

1-1-1991 to 9-30-1993  $2,230 

10-1-1993 to 9-30-1996  $2,554 

10-1-1996 to 9-30-1997  $2,564 

 

Application Date Average Monthly Cost  

 Northern Virginia* All Other Localities 

10-1-97 to 12-31-99 $3,315 $2,585 

1-1-00  to 12-31-00 $3,275 $2,596 

1-1-01  to 12-31-01 $4,502 $3,376 

1-1-02 to 12-31-03 $4,684 $3,517 

1-1-04 to 9-30-07 $5,403 $4,060 

10-1-07 to 12-31-10 $6,654 $4,954 
                (Figures Provided by Virginia Health Information) 

 
*The northern Virginia localities are:  Alexandria, Arlington, Fairfax, Fairfax County, Falls 

Church, Loudoun County, Manassas, Manassas Park, and Prince William County. 
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LIFE EXPECTANCY TABLE  
 

If the exact age is not on the chart, use the next lower age.  For example, if an individual is age 47 

at the time of the asset transfer, use the life expectancy that corresponds to age 40 on the chart. 
 

AGE 

Life Expectancy 

MALE 

Life Expectancy 

FEMALE  AGE 

Life Expectancy 

MALE 

Life Expectancy 

FEMALE  

0 73.26 79.26 74 10.12 12.74 

10 64.03 69.93 75 9.58 12.09 

20 54.41 60.13 76 9.06 11.46 

30 45.14 50.43 77 8.56 10.85 

40 35.94 40.86 78 8.07 10.25 

50 27.13 31.61 79 7.61 9.67 

60 19.07 22.99 80 7.16 9.11 

61 18.33 22.18 81 6.72 8.57 

62 17.60 21.38 82 6.31 8.04 

63 16.89 20.60 83 5.92 7.54 

64 16.19 19.82 84 5.55 7.05 

65 15.52 19.06 85 5.20 6.59 

66 14.86 18.31 86 4.86 6.15 

67 14.23 17.58 87 4.55 5.74 

68 13.61 16.85 88 4.26 5.34 

69 13.00 16.14 89 3.98 4.97 

70 12.41 15.44 90 3.73 4.63 

71 11.82 14.85 95 2.71 3.26 

72 11.24 14.06 100 2.05 2.39 

73 10.67 13.40 110 1.14 1.22 
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Settlement Statement- 
 

Form HUD-1 follows on pages 2 and 3 of this appendix.  This form is frequently used as the 

settlement statement when closing a real estate transaction or transfer.  Note that there is a specific 

section for the borrower and the seller.  The Borrower is the individual(s) who is purchasing the 

property. The Seller is the owner of the property. 

 

The Gross Amount Due to Seller for the property noted on line 420 of the first page of the statement 

represents the amount of funds being paid for purchase the property. This amount includes the funds 

which satisfy any outstanding liens against the property at the time of transfer, which are noted on 

lines 504 and 505 of the first page.   

 

Usual and customary fees associated with real estate transactions are already indicated on the form, 

such as the lien amounts, any additional deductions must be added to the form.  These types of 

deductions should be carefully examined by the eligibility worker, as they may represent a separate 

uncompensated transfer from the sellerôs portion of the proceeds from the sale of the property. 

 

Any questions regarding this form and any deductions listed should be referred to the appropriate 

Medical Assistance Program Consultant. 

  



 

 

Manual Title Chapter Page Revision Date 

Virginia Medical Assistance Eligibility M14 October 2018 
Subchapter Subject Page ending with Page 

M1450.000  TRANSFER OF ASSETS Appendix 3 2 

 

Gross 

Amount Due 

to Seller  

     

Buyer  

Liens paid for 

by the seller.  

Areas not pre -

filled are where 

other 

transactions are  
listed.  

 


